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PULMONARY EMBOLISM 


INCIDENCE 


AND SIGNIFICANCE 


Abe Towbin, M.D., Columbus, Ohio 


Pulmonary embolism becomes an increasingly im- 
portant problem as the extent of its incidence becomes 
unveiled. Although the subject of much study, the inci- 
dence of pulmonary embolism has remained a matter of 
uncertainty and disagreement. Pulmonary embolism is 
reported by some as being infrequent; it may, in fact, 
represent one of the most important forms of terminal 
illness, one of the commonest causes of death in the popu- 
lation at large. The diagnosis of pulmonary embolism is 
difficult and equivocal. The disease is usually portrayed 
as being of sporadic occurrence; although this conception 
is deeply rooted in medical opinion, it is open to ques- 
tion. To obtain an exact measure of the incidence of fatal 
pulmonary embolism in the general population, two con- 
ditions must be fulfilled: the evaluation must be based 
on autopsy examinations and a high percentage of the 
deaths in a given community over a period of years must 
be examined. The disagreement in the literature regard- 
ing the incidence of pulmonary embolism stems from the 
fact that it has been difficult to provide circumstances in 
which these conditions could be fulfilled. 


POSSIBLE APPROACHES TO PROBLEMS 


Studies of pulmonary embolism in the past, despite the 
variable factors encountered and despite the difficulties 
in obtaining comprehensive data, have contributed im- 
portant information. The incidence of pulmonary embo- 
lism continues to be studied intensely in many clinics. 
In previous surveys of thromboembolic disease of the 
lung, recourse has generally been had to three avenues of 
investigation: vital statistics, clinical studies of cases 
diagnosed in the hospital, and general hospital autopsy 
studies. These methods, because of their inherent limita- 
tions, do not provide conclusive cross-sectional data of 
the incidence of pulmonary embolism in the general popu- 
lation. In pursuit of this problem, a fourth methdd, the 
autopsy study of persons in custodial institutions, is of- 
fered in the present work. 

Vital Statistics —Vital statistics, as generally regis- 
tered, are unacceptable as an indicator of the incidence 
of pulmonary embolism because of inevitable errors in 





deathbed diagnosis and inadequate number of autopsies. 
Members of the older age group, in large proportion, re- 
main at home during their terminal illness; at death, 
which is often ascribed to “natural causes,” autopsy is 
not performed. Definite information regarding the na- 
ture and incidence of terminal illness is buried with the 
remains and lost forever. A survey of vital statistics 
shows that the diagnosis of pulmonary embolism is rarely 
made by physicians in deaths occurring at home. In the 
vital statistics of the city of Columbus, Ohio, in 1951, 
3,958 deaths representing all ages were registered; of 
these deaths, slightly over one-half, 2,133, occurred in 
hospitals. Pulmonary embolism was diagnosed in 62 
cases, or 2.91% of hospital deaths. In deaths that oc- 
curred at home, the diagnosis was considered in 0.76% of 
cases; these vital statistics indicate that the diagnosis of 
pulmonary embolism was made only one-fourth as often 
in home deaths as in hospital deaths. Significantly, most 
of the hospital cases of pulmonary embolism occurred 
in medical patients; few were surgical. In most cases the 
nature of the terminal illness was unrecognized clinically, 
the diagnosis being established only after autopsy. It is 
likely that the fourfold difference in frequency of fatal pul- 
monary embolism registered in these vital statistics reflects 
discrepancies in diagnosis rather than a true difference in 
incidence of pulmonary embolism in hospitalized and 
nonhospitalized patients. These data derived from the 
vital statistics emphasize that in medical practice there 
is a general unawareness of the frequency of pulmonary 
embolism. 


Clinical Surveys.—Clinical surveys, the second method 
of analyzing the incidence of pulmonary embolism, have 
been made of patients with pulmonary disease admitted 
to general hospitals. In these studies the diagnosis of 
pulmonary embolism is generally based on physical signs 
and symptoms, radiological and electrocardiographic 
changes, and autopsy findings in available cases. In most 
clinical studies, the number of cases of fatal and non- 
fatal pulmonary embolism diagnosed on the ward is 
compared to the total hospital admissions. Such surveys 
provide significant presumptive data regarding the rela- 
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tive incidence of pulmonary embolism in hospital prac- 
tice. Short,’ studying pulmonary embolism in a general 
hospital, stressed the incidence of pulmonary embolism 
in medical patients; he concluded that thromboembolic 
disease of the lung may, in fact, be the commonest seri- 
ous acute pulmonary disease in modern general hos- 
pital practice. In the study by Short the incidence of 
thromboembolic disease was higher than that of lobar 
pneumonia. The attitude of the past that pulmonary em- 
bolism is a disease limited largely to the postoperative pe- 
riod is deep rooted in medical thinking. This conception 
is wrong. Embolism in medical patients, though less 
dramatic than in surgical cases, is of frequent occurrence. 
Carlotti and co-workers * studied the incidence of fatal 
and nonfatal pulmonary embolism in patients treated at 
Massachusetts General Hospital between 1936 and 1945. 
The diagnosis of pulmonary embolism was made in 
0.6% of patients on the medical service and 0.24% on 
the surgical service. 

Evaluation of the incidence of pulmonary embolism 
by clinical means is subject to errors arising from mis- 
takes in clinical diagnosis. The clinical delineation of 
pulmonary embolism by roentgenologic and other clin- 
ical methods is often inconclusive; pulmonary embolism 
is mimicked by coronary occlusion and pneumonia and 
other pulmonary disease, and is often so diagnosed. On 
the other hand, cases with all the clinical signs and symp- 
toms of pulmonary embolism may, in fact, be some other 
disorder. Although clinical surveys of pulmonary embo- 
lism in general hospital services are not an absolute index, 
such studies are of considerable significance; these studies 
emphasize the high incidence of nonfatal pulmonary 
embolism. As the frequency of pulmonary embolism be- 
comes more widely realized clinically, vigilance is in- 
creased and diagnostic error is reduced; accordingly, data 
from clinical studies become more meaningful. 

Autopsy Series in General Hospitals.—The third im- 
portant means of studying pulmonary embolism is by 
analysis of autopsy series in general hospitals. These stud- 
ies tend to be more definitive than analyses based on clin- 
ical findings. Considerable impetus has been given to the 
investigation of thromboembolic disease by recent ad- 
vances in anticoagulant and surgical treatment. This prob- 
lem has come under close scrutiny in medical as well as 
in surgical clinics. Many studies deal with the incidence 
of postoperative pulmonary embolism; the prevention of 
this complication is still a challange to the surgeon. Gen- 
eral hospital autopsy series, together with clinical stud- 
ies, are of great importance in determining the relative 
changes in incidence of disease and in evaluating prophy- 
lactic and therapeutic measures in hospital practice. 
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Belt,* in a study of 567 autopsies on adults at Toronto 
General Hospital, found pulmonary embolism in 56 
cases, an incidence of 10%; in 37 cases the emboli were 
massive and accounted for death. Medical cases of pul- 
monary embolism predominated over surgical cases in a 
ratio of 40 to 16. Ochsner, DeBakey, DeCamp, and 
da Rocha * reviewed the incidence of thromboembolism 
at Charity Hospital in New Orleans over a 12 year period 
beginning in 1937. In this large general hospital during 
that period 32,354 deaths occurred and 10,947 autopsies 
were performed. Death was attributed to pulmonary em- 
bolism in 476 cases; in 383 the diagnosis was confirmed 
at autopsy. These investigators pointed out that a pro- 
gressive increase in venous thrombosis and its attendant 
sequelae occurred during this period of years. In 10,940 
consecutive autopsies reviewed by Collins ° at Los Ange- 
les County Hospital, the incidence of fatal pulmonary em- 
bolism was 2.07%. McCartney," studying the autopsy 
records of the department of pathology at the University 
of Minnesota in the 20 year period beginning in 1919, 
found that 2.67% of deaths were due to pulmonary em- 
bolism. Roe and Goldthwait* studied the frequency of 
embolism at Massachusetts General Hospital for the five 
year period beginning in 1943; in 2,083 autopsies, pul- 
monary emboli of varying size were present in 9.75% of 
cases; in 4.42% embolism was extensive and accounted 
for death; cases with massive embolism showed a steady 
and appreciable increase during the period of study. 
DeBakey,* in a recent collective study compiled from 
reports in the literature, found that 10,497 cases of fatal 
pulmonary embolism had been reported in 374,844 au- 
topsies, an average incidence of 2.8%. 

Studies based on autopsy series in general hospitals suf- 
fer from the serious distortion caused by selectivity and 
restriction of patients admitted. The census of general 
hospitals in most communities does not accurately reflect 
the incidence of terminal illness in the aged. The popula- 
tion of a general hospital is, to a large degree, made up of 
patients of the younger age group with acute illness. Pul- 
monary embolism is predominantly a disease afflicting 
patients in the later decades of life. Since members of the 
older age group often do not seek hospitalization during 
terminal illness, critical data dealing with this segment of 
fatal illness most pertinent in evaluation of pulmonary 
embolism are not included in the autopsy statistics reg- 
istered in a general hospital. 

In most communities only a fraction of the general 
population is studied at autopsy. Even in the hospital 
there is a natural tendency among physicians to secure 
autopsy information only in cases of special academic 
interest with special emphasis on fatal illness in the 
younger age group. Consequently, with older patients, 
even those who are hospitalized, often little effort is made 
at the time of death to obtain permission for autopsy. In 
the aged patient with cardiorespiratory symptoms the 
cause of death is often, by routine, catalogued as arterio- 
sclerotic heart disease or bronchopneumonia. Herein lies 
the source of considerable error. Every death, whether of 
immediate singular medical interest or not, merits autopsy 
investigation to determine the nature of terminal illness. 

To obtain consistently valid data of the incidence pat- 
tern of fatal illness in the general population, autopsies 
must be performed in a high percentage of the persons 
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who die in a given community. If admission of aged per- 
sons with terminal illness is restricted and if the autopsy 
percentage is low, autopsy data from a general hospital 
cease to reflect the incidence of fatal illness in the com- 
munity. 

Autopsy Series in Custodial Institutions.—In contrast 
to the relatively low incidence of pulmonary embolism re- 
ported in general hospitals, Moran,’ in a five year study 
of deaths at Pittsburgh City Home and Hospital, observed 
pulmonary emboli in 23.1% of autopsies; 6.8% of deaths 
in this custodial institution were due to massive pul- 
monary embolism. Custodial institutions provide unique 
access to information regarding the general incidence of 
terminal illness. If a high autopsy percentage is available, 
data obtained from autopsy studies in a custodial insti- 
tution tend to reflect the pattern of terminal illness in the 
general population more closely than statistics from a 
general hospital. 

The present study was carried out in the large insti- 
tutionalized population of Columbus State Hospital in a 
period extending over four years. Autopsy studies were 
available in a majority of deaths. Although all adult 
age ranges are represented in the census of the institu- 
tion, and although psychiatric patients are treated here, 
the population is composed in large measure of older 
persons who, lacking family ties, require simple main- 
tenance and custodial care. Physical illness observed 
clinically in this group is representative of that occur- 
ring in a cross section of the adult population in a gen- 
eral community of comparable size. Accordingly, au- 
topsy studies of terminal illness in this institutional 
community provide a key to the incidence pattern of 
terminal illness in the average adult population. This 
study, as initiated in 1949, was formulated to define the 
nature and incidence of all types of fatal illness occurring 
in this population; however, attention became sharply 
focused on the problem of pulmonary embolism during 
the course of the investigation because of the frequent 
and unheralded incidence of thromboembolic lesions in 
the lung discovered at autopsy. 


METHOD OF THIS STUDY 

Facilities became available in the present study to sur- 
vey the incidence of pulmonary embolism in an institu- 
tional population equivalent to a community of about 
2.500 persons. This investigation was carried on in the 
period between Sept. 1, 1949, and Jan. 1, 1954, a period 
of four years and four months, at Columbus State Hospi- 
tal in Columbus, Ohio. In this time 881 deaths occurred. 
Postmortem examinations were performed in 512 cases, 
or 58%. 

The ages at death in the cases in which autopsy was 
performed ranged from 22 to 94 years; most deaths, as 
in any community, were in adults of advanced years. The 
number of deaths in each age group is shown in table 1; 
for comparison, the number of deaths that occurred in 
each adult age group in the surrounding city of Columbus 
during 1951 is noted. The distribution by ages in the two 
populations compared here is parallel. The age group 
between 60 and 69 years makes up 22.7% of deaths in 
Columbus and 24.7% of cases in the autopsy series. In 
46.4% of deaths in the city the age was 70 years or over; 
similarly, 48% of the deaths in the autopsy series oc- 
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curred in persons of 70 years or over. The autopsy series 
thus reflects closely the age distribution of adult deaths 
occurring in the general population in this region. 

The plan of investigation as initiated in 1949 re>re- 
sented a concerted effort to define more exactly the nature 
of terminal illness in this institutional community. In 
carrying out this investigative program two principles 
were emphasized: first, to obtain a valid cross section of 
fatal illness occurring in the population, efforts were made 
to obtain autopsy permission in each death regardless of 
the apparent medical importance of the case; second, the 
postmortem routine was standardized. In a study such as 
this, autopsy must be done not only in a high percentage 
of cases but in a carefully regulated and vigilant manner. 
Technical procedure at autopsy must be carefully con- 
trolled in studying the pathology of thromboembolic dis- 
ease and in evaluating its incidence. The postmortem 
examination should be done soon after death; with pas- 
sage of time, tissue enzymes are liberated, and adherent 
thrombi or emboli may become loosened by local auto- 
lytic action. 


FABLE 1.—Age Groups in Present Autopsy Series and in Adults 
Who Died in Columbus, Ohio, in 1951 


Columbus, Ohio, 
Autopsy Series 105] 
Deaths Deaths 


Age, _ - ~ 
Yr No No 

20-29 13 2.5 fet) 

30-34 16 3.1 133 3.6 
40-49 45 5.5 313 &.6 
50-59 66 12.9 601 16.4 
60-69 126 24.7 ROG 99 .7 


70 and ove! 246 48.0 1,696 46.4 


Total 512 3 658 


It is requisite that autopsy be performed on unem- 
balmed bodies. Arterial irrigation considerably compli- 
cates the problem of analyzing blood clots. The stream 
of embalming fluid, introduced under pressure, may bring 
about artefactual dislodgment or impaction of intravas- 
cular clots. The embalming solution converts a simple 
postmortem clot to a mottled gray-red friable mass re- 
sembling an embolus; a recent embolus may be so altered 
that its true nature at autopsy remains a matter of doubt. 
In the present study effort was made to perform autopsies 
as soon as possible after death, day or night, on unem- 
balmed bodies; during the period of this study 95% of 
autopsies were performed on unembalmed bodies. In 
65% of cases the autopsy was done within five hours 
after death. in this study 88% of the autopsies were per- 
formed by me, the remainder by other pathologists; in 
both groups of cases the incidence of thromboembolic 
lesions observed was similar; accordingly it is felt that 
variations in autopsy technique and observation were 
held to a minimum. 

In evaluating the findings in this study, note was made 
of the patient’s mental status prior to death. Although a 
majority of the population in the institution required only 
simple maintenance, a review of the clinical records re- 
vealed that there was in 30% of cases a degree of active 
mental disturbance seemingly out of proportion to the 
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natural infirmities of age. These cases, evenly distributed 
through groups with and without pulmonary embolism, 
did not appear to alter the general significance of the 
study. 

In the course of the investigation the autopsy per- 
centage in the institution rose. During the last four months 
of 1949, 49% of persons who died were examined at 
autopsy; in 1950, 54%; and in 1951, 67%. The au- 
topsies represented by this increase were largely in those 
cases that are diagnosed at the bedside as terminal bron- 
chopneumonia or arteriosclerotic heart disease, cases that 
are sometimes called “cronies” or less flattering names. 
As the number of autopsy permissions in these cases in- 
creased in proportion, an unanticipated change in the 
incidence pattern of fatal illness as observed in the au- 
topsy room became evident. Pulmonary embolism, 
though a common finding at autopsy in other years, 
showed a striking increase. This sharp rise in incidence 
of thromboembolic disease coincided with the period in 


TABLE 2.—Incidence of Thromboembolic Disease of the Lung 
in 512 Autopsies 


Thromboembolie 
vesions 
- — Total with 
Massive Medium Small Thromboembolie 
Total Pul- Artery Artery Disease 
Age, No. of monary Ocelu- Occlu- cr 
Es Autopsies Embolism sion sion No. X 


20-29 13 0 0 1 1 i 
30-39 16 1 0 0 1 16.6 
40-49 45 6 1 2 9 20.0 
50-59 66 4 0 ~ 12 18.2 


60-69 126 16 7 5 27 21.8 


70-79 172 28 7 16 51 29.7 
80-89 69 15 3 8 28 40.7 
90-99 5 3 0 1 4 80.0 


Total 512 73 18 41 132 25.7 
which the autopsy percentage rose and occurred after the 
practice of embalming bodies before autopsy was dis- 
continued. 

When pulmonary arteries were occluded by adherent 
clot, it is likely that in some instances the process began 
as an embolus and grew by appositional thrombosis and 
that in some instances the occlusion originated in situ as 
a thrombus. The resulting closure of the pulmonary 
artery, the effect pertinent to the present study, whether 
embolic or thrombotic, would be largely the same, an 
ischemia of the lung tissue. In analyzing an antemortem 
clot ina pulmonary artery it is often difficult to distinguish 
between embolus and thrombus. Ceelen,’® in reviewing 
this problem, found that most researchers, including Vir- 
chow, held that most antemortem clots in the branches of 
the pulmonary arteries are embolic. Consistent with this, 
in the present report such lesions will generally be re- 
ferred to as embolic. 

In analyzing the emboli in the pulmonary arteries, three 
groups of cases, based on the extent of vascular occlusion, 
could be defined. Arterial occlusion was classified as 
massive, medium, and small, according to the size of the 
occluded artery. Massive embolism was the diagnosis ap- 
plied at autopsy if one or more of the main lobar arteries 
was occluded by an antemortem clot. Usually in these 





10. Ceelen, W.: Embolische Verschleppungen in die Lungenschlagader, 
in Henke, F., and Lubarsch, O.: Handbuch der Speziellen Pathologischen 
Anatomie und Histologie, Berlin, Springer-Verlag, 1931, vol. 3, pt. 3, p. 59. 
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cases the presence of a characteristic, coiled, friable, 
laminated embolus presented no problem in autopsy diag- 
nosis. Occlusion was classified as medium if the largest 
artery occluded was 5 to 10 mm. in diameter; these are 
arteries that are located mainly in the intermediate third 
of the lung field. Involved arteries of less than 5 mm. in 
diameter, such as those located in the peripheral zone of 
the lung, were classified as small artery occlusion. 


RESULTS 

The original investigation had not been designed spe- 
cifically as a study of thromboembolic disease; however, 
the high incidence of pulmonary embolism discovered at 
this time proved to be a most significant aspect of the 
data. In the first year 29% of the 90 cases at autopsy 
revealed thromboembolic lesions of some degree in the 
lung. The incidence of thromboembolic disease in the 
lung for the entire period of study is indicated in table 2. 
Of the 512 cases studied at autopsy, thromboembolic 
lesions were present in 132, or 25.7%. In this series mas- 
sive pulmonary embolism was the cause of death in 73 
cases, or 14.2%. Occlusion occurred in arteries of me- 
dium caliber in 18, or 3.5% of cases. Arterial occlusion 
limited to the small branches in the periphery of the lung 
occurred in 41, or 8% of autopsies. 

Well-established infarcts of the lung were noted in 60 
autopsies, representing 45% of the cases in which there 
was embolic disease of the lung. In many instances, as 
will be noted later, rapid death did not permit develop- 
ment of definite infarction. As is well known, occlusion 
of an artery may not lead to infarction even after a pro- 
longed period. Infarction in the lung is not likely to occur 
after impaction of the embolus unless there is antecedent 
embarrassment of the pulmonary circulation, as in 
chronic passive congestion, or unless there is coexistent 
parenchymal disease such as pneumonia or bronchiec- 
tasis. 

The most frequent site of embolization in the lung 
was the right lower lobe; this lobe was involved in 61% 
of the cases in which there were thromboembolic lesions; 
usually there were concurrent emboli in other lobes. In 
38% the left lower lobe arteries contained emboli; other 
lobes had a smaller number of emboli. The distribu- 
tion of emboli noted here may be due to the anatomic 
structure of the pulmonary arterial tree. The artery to 
the right lower lobe lies in a more direct line with the 
current from the main pulmonary artery than do the 
slightly angulated branches to the other lobes; conse- 
quently, more emboli may be directed to the right lower 
lobe than to other sites. 

The occurrence of pulmonary embolism in the present 
study is greater than that generally reported; the inci- 
dence recorded in most previous studies is derived from 
a distinctly selected population. Whereas the present 
survey is based on terminal illness occurring in a wide 
cross section of adults in an institutional community, 
most other reports are derived from studies of deaths 
occurring in the more highly restricted population of gen- 
eral hospitals. The findings in the present study agree 
closely with those of Moran,° who studied the general 
incidence of pulmonary embolism in a population similar 
to that of the present study. In Moran’s study of 635 con- 
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secutive autopsies, emboli were observed in 147 cases, 
an incidence of 23.1%; in 43 instances, embolism of 
massive degree occurred. 

The present study indicates that in the adult popula- 
tion pulmonary embolism increases sharply with age. The 
number of cases in which autopsy was performed and 
the incidence of pulmonary thromboembolic lesions as 
related to age groups is recorded in table 2. Two hundred 
forty-six deaths occurred in persons more than 70 years 
old; 83 of these cases, or 34% , showed thromboembolic 
lesions in the lung at autopsy. Massive pulmonary embo- 
lism was the direct cause of death in 46, or about one- 
fifth, of the persons in this portion of the population who 
came to autopsy. 

CLINICAL PATTERNS OF PULMONARY EMBOLISM 

In considering this series of cases from a clinical point 
of view, it became evident that three definite clinical pat- 
terns can be associated with the process of pulmonary 


> 


TABLE 3.—Clinical Patterns in 132 Patients with Thromboembolic Pulmonary Lesions Who Came to Autopsy 
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de Takats and Jesser *! have emphasized that patients 
may die from a small embolus obstructing an insignificant 
area of the lung; it is felt that a widespread radiation of 
autonomic reflexes occurs during pulmonary embolism 
and that this may contribute to the cause of death. It is 
well known that in the leg, embolic occlusion of a rela- 
tively small artery may cause rapid blanching of the entire 
limb; massive spasm, initiated at the site of the impacted 
embolus, sweeps up and down the arterial tree; and the 
entire extremity is rendered anoxic. Similarly, the im- 
paction of an embolus, large or small, in a pulmonary 
artery may evoke spasm through the entire pulmonary 
arterial tree. This spasm, if severe, would account for 
sudden anoxic death. 

The subacute clinical pattern of pulmonary embolism 
was observed in 55 cases; this represents 42% of deaths 
associated with pulmonary embolism and 11% of deaths 
occurring in all cases in which autopsy was performed 
in this study. In this group the period of terminal illness 





No. of 
Clinical Type Cases 


Sudden death......... 24 


Subacute course...... <a 5d 1 to 7 days 


Chronie pattern. . 53 


Length of Terminal I!Iness 


Instant to several hours 


Several weeks 











Autopsy Findings Clinical Diagnosis * 


Massive embolism in one Coronary occlusion 
or more lobar arteries 

Occlusion of large and Bronchopneumonia 
medium-sized pulmonary 
arteries; early infarcts 

Often only small arteries Often no pulmonary 
occluded; often arteries diagnosis made 
of all ealibers oceluded 
Intarets Ol varying age 





* In most cases. 


TABLE 4.—Effect of Age, Sex, Race, and Body Weight on Incidence of Thromboembolic Disease of the Lung in 512 Autopsies 










Average Age, Y1 
co ~ 
All Pa- o 
Autopsies No. Males Females tients 


All CRSOS..cccccce dentin dondeketd 512 63.7 65.9 65.6 


With thromboembolic lesions.. 132 70.3 


Without thromboembolic lesions 380 64.2 63.5 64.0 


Males Females White Negro Body 











Sex Color 
Average 


‘ . Weight, 
No » No No Lb 


SU.0 144 66.4 44 74 ot 10.6 133 





embolism: sudden death, a subacute course, and a chronic 
pattern. These three clinical forms are detailed in table 3. 
The clinical effects evoked by thromboembolic disease of 
the lung may be varied and confusing. Although the di- 
vision of cases presented here is empirical and there is 
necessarily an overlapping of one group with another, 
this classification permits a panoramic view of the clini- 
cal guises of pulmonary embolism observed in this study. 

Sudden death occurred in 24, or 18%, of the patients 
in this study who had thromboembolic lesions in the lung. 
Clinically, these cases demonstrated the textbook picture 
of sudden, unexpected death; however, at the bedside 
these were often diagnosed as coronary occlusion. Au- 
topsy showed that 18 of this group had large, coiled, 
loosely impacted emboli in one or more of the lobar 
arteries. 

In six instances of sudden death, emboli in medium- 
sized pulmonary arteries constituted the principal finding 
at autopsy. The clinical and experimental studies of 





11. De Takats, G., and Jesser, J. H.: Pulmonary Embolism: Suggestions 
for Its Diagnosis, Prevention, and Management, J. A.M.A. 114: 1415 
(April 13) 1940. 




















usually extended over a period varying from several days 
to a few weeks. This protracted terminal illness, accom- 
panied by increasing respiratory symptoms, was usually 
interpreted at the bedside as bronchopneumonia. The 
cause of death as defined at autopsy usually came as a 
surprise to the clinician. This “quiet” form of pulmonary 
embolism is not widely realized in general practice. In 
32 cases in which there was a subacute course clinically, 
massive adherent emboli, often associated with lung in- 
farcts, were found at autopsy. These cases were par- 
ticularly interesting clinically because of the deeply rooted 
textbook conception that massive pulmonary embolism 
usually causes sudden death; the present study indicates, 
on the contrary, that with massive embolism a terminal 
illness prolonged over several days is commoner than 
sudden death. 

Chronic terminal illness was present clinically in 53, 
or 40%, of the patients with thromboembolic lesions 
in the lung. Well-attached emboli associated with lung 
infarcts of varying age were usually observed at autopsy. 
These findings indicated that the embolic process in these 
cases was chronic and recurrent and did not represent 
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merely an agonal complication. In many instances only 
small-caliber arteries were occluded; however, in 22 cases 
in this group there was massive pulmonary artery oc- 
clusion; these were mainly cases of ununited fracture of 
the femur in severely debilitated patients with large de- 
cubital ulcers. Femoral vein thrombi were usually evi- 
dent. 

Clinically, in patients with chronic syndrome of pul- 
monary embolism, death was generally associated with 
no sudden terminal change; in most instances the patients 
died quietly; often respiratory symptoms were remark- 
ably minimal, pulmonary findings clinically being over- 
shadowed by other major pathological processes such 
as renal or malignant disease. 


FACTORS CONTRIBUTING TO PULMONARY EMBOLISM 

Age and Sex.—As noted previously in table 2, the 
incidence of pulmonary embolism in the adult popula- 
tion increases with age. These findings coincide with the 
reports by Carlotti,? Roe and Goldthwait,’ and others. 
The present study stresses particularly the great fre- 
quency of thromboembolic disease in the seventh and 
eighth decades; in the extremely aged, pulmonary embo- 
lism may, in fact, be the commonest direct cause of death. 
In the present study the cases of pulmonary embolism 
occurring in the later decades account for a much larger 
proportion of the total incidence than is evident in re- 
ports in the older literature. This difference may be re- 
lated, in part, to the consistent rise in average longevity 
that has occurred in the general population. Since pul- 
monary embolism is largely a disease of old age and since 
the older age group makes up an increasingly larger 
proportion of the total population, a gradual rise in the 
total incidence of pulmonary embolism in a given com- 
munity may be expected in the future. 

Sex difference influenced the incidence of pulmonary 
embolism almost as much as the factor of aging. The 
occurrence of thromboembolic disease was significantly 
greater in women than in men. As indicated in table 4, 
33.6% of women and 20% of men showed thrombo- 
embolic lesions. This incidence is in agreement with the 
findings of Morgan,” who, in a similar study, reported 
pulmonary embolism in 30.8% of women and 20.5% 
of men. The reason for the difference in incidence in the 
sexes is not readily evident. Phlebothrombosis, according 
to Hunter and his associates,'* occurs with almost the 
same frequency in men and women. In the present series 
the average age at death in both sexes was practically 
the same. The resolution of this problem, the cause of 
the difference in incidence of thrombotic disease in the 
two sexes, merits further investigation. 

Besides age and sex differences, other factors relating 
to the cause of pulmonary embolism were explored dur- 
ing the course of this investigation. It is evident that many 
bodily mechanisms influence the onset, course, and final 
effect of thromboembolic disease in the lung. Three 
phases in the process present themselves for considera- 
tion: formation of the thrombus, detachment of the 
thrombus, and impaction of the embolic mass. 





12. Hunter, W. C.; Sneeden, V. D.; Robertson, T. D., and Snyder, 
G. A. C.: Thrombosis of the Deep Veins of the Leg, Arch. Int. Med. 
68:1 (July) 1941. 
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Formation of Thrombus.—A preexisting thrombus in 
a systemic vein is the prime cause of embolic disease of 
the lung. Parenthetically, it can be stated that the pre- 
vention of pulmonary embolism lies in the prevention of 
thrombosis of peripheral systemic veins. The building-up 
of a thrombus is related to alterations in the clotting 
mechanism of the blood, slowing of the blood flow, and 
local changes that may be present in the lining of blood 
vessels. It was not within the scope of this study to in- 
vestigate the clotting mechanism of blood in the cases 
studied. Whether the chemical coagulability of the blood 
increases with age is not well defined; this should be 
further investigated. The older age group is, however, 
subject to many minor intercurrent illnesses that are 
known to increase coagulability of blood; this circum- 
stance may play an important role in effecting a higher 
incidence of thrombosis and embolism in the older age 
group. 

Detachment of Thrombus.—Early in this study atten- 
tion was sharply directed to one clinical factor that 
strongly influenced the occurrence of pulmonary embo- 
lism. In many cases in older persons in relatively good 
health sudden massive embolism developed after a period 
of bed rest for a minor illness such as an upper respirator) 
infection; such patients were stricken fatally when ambu- 
lation was resumed. It is likely that stasis of the venous 
blood flow associated with enforced bed rest sets the stage 
for thrombosis; with the return to ambulation, detach- 
ment of loose, newly formed thrombi in the lower ex- 
tremities results in fatal embolism. In some instances 
embolism occurred entirely without prodromes, some- 
times during sleep, in persons previously apparently well. 

Many cases of thromboembolic disease were initiated 
by inflammatory processes in the tissues of the lower ex- 
tremities. Decubital ulcers often gave rise to thrombosis 
in extremital veins. In 19 cases, recent fracture of the 
femur led to femoral vein thrombosis and pulmonary 
embolism. Considering the entire series of cases with 
pulmonary embolism, relatively few showed clinical signs 
of venous thrombosis prior to death; femoral phlebo- 
thrombi, though present, were often silent before embo- 
lization. In 32 of the 132 cases of thromboembolic dis- 
ease of the lung in this study, thrombi were visible in 
the proximal segment of the femoral vein at autopsy o1 
could be expressed from the vein by “milking” the ex- 
tremity. It is likely that a considerably larger number of 
thrombi were present; since dissection of the limbs was 
usually restricted in the autopsy permission, confirma- 
tion of suspected deep venous thrombosis often was not 
available. Hunter and associates '* studied phlebothrom- 
bosis in the lower extremities in 351 unselected autopsies. 
Thrombi were found in the deep veins of the leg in 52.7% 
of middle-aged and older persons who had to remain in 
bed for varying periods. Ceelen '’ has stressed the fre- 
quency of pulmonary embolism in the presence of venous 
thrombosis: “In very careful dissections of the arteries 
of the lungs, in cases where there are thromboses in other 
parts of the body, there will be found emboli in the lungs 
in 75% of cases.” 
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Impaction of Embolic Mass.—Impaction of the em- 
bolus is the event responsible for the initiation of the 
immediate clinical effects of the thromboembolic process. 
Correlation of the clinical course with the autopsy find- 
ings indicated that there is a wide variation in the effect 
produced by the impaction of an embolus in a pulmonary 
artery. As noted previously, often a relatively small em- 
bolus precipitated death. On the other hand, occlusion 
of a large portion of the pulmonary vascular bed was 
in some instances tolerated for long periods. There was 
often no reasonable explanation for this wide variation 
in clinical effect. It was noted, however, that if the func- 
tional reserve of the lungs or the heart had been reduced 
by antecedent disease and if congestive failure or other 
cardiorespiratory embarrassment was already present, 
the effect of pulmonary embolism tended to be intensified. 

Other Factors.—Various other constitutional and en- 
vironmental factors were considered in studying the oc- 
currence of pulmonary embolism. In reference to race, 
90% of the patients studied in this series were white and 
10% were Negro. The incidence of pulmonary thrombo- 
embolic lesions in white patients as noted in table 4 was 
25.5% ; the incidence in Negro patients was only slightly 
greater, 29.4%. 

Cardiac disease has been cited '* as an important ante- 
cedent in thromboembolic disease. The circulatory stasis 
associated with congestive heart failure tends to favor the 
formation of extremital venous thrombi. Congestive heart 
failure of varying degree is common in patients of the 
older age group; in the present study it appeared evenly 
distributed in cases with and without pulmonary em- 
bolism. As noted previously, pulmonary embolism in 
patients with antecedent heart disease was less well toler- 
ated than in other patients. Pulmonary embolism occur- 
red slightly more frequently in patients with hypertension 
than in persons with normal blood pressure. 

Obesity has been pointed out as a constitutional factor 
contributing to the development of thromboembolic dis- 
ease, particularly during the postoperative state.'* In the 
cross section of population in the present study neither 
the postoperative state nor obesity played an important 
role in influencing thromboembolic disease. Postopera- 
tive deaths were relatively few in the series studied. The 
average body weight for all persons who came to autopsy 
was 132 lb. (59.9 kg.); for the group with pulmonary 
embolism, 128 Ib. (58.1 kg.). Only 3% of the persons, 
both with and without pulmonary embolism, were over 
200 Ib. (90.7 kg.) in weight. 

Malignant tumors are sometimes considered to be a 
direct factor in causing thromboembolic disease. In this 
series of 512 autopsies there were 70 cases of malignant 
tumors; in 28 of these cases the disease was far advanced 
and there was extensive invasive growth and metastasis 
at the time of death. Pulmonary embolism was present in 
33.3% of cases in which there were far-advanced malig- 
nant growths. Arterial occlusions in most instances oc- 
curred in vessels of small caliber. The number of neo- 
plasms in the present study constitutes a small group; 
however, the results indicate that, although the incidence 
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of pulmonary embolism in patients with malignant dis- 
ease is high, it is not significantly greater than that of the 
older age group in general. Most malignant disease, like 
most pulmonary embolism, occurs in the older age group. 
The high incidence of thromboembolic disease reported 
in patients with malignant disease may indicate merely 
that embolism is common in the cancer age, not that it 
is actually related to the presence of cancer. 

Climatic and seasonal changes have been suggested as 
being of some importance in influencing the incidence of 
pulmonary embolism. In Columbus, Ohio, the site of the 
present study, the weather changes occurring during the 
cycle of the seasons are moderate but distinct. The inci- 
dence of pulmonary embolism was not significantly in- 
fluenced by seasonal changes. Most investigators who 
have studied the problem have observed a uniform oc- 
currence of pulmonary embolism through the seasons 
of the year.'* In the summer months thromboembolic 
lesions were found in 26% of patients who died and who 
came to autopsy, in autumn in 29%, in winter in 26%, 
and in spring in 31%. 


SUMMARY AND CONCLUSIONS 

Pulmonary embolism is of far wider occurrence than 
is generally realized; in the present study, it was one of 
the commonest direct causes of death in the aged. Its 
incidence will probably increase, since it is primarily a 
disease of old age, since the older age group is growing, 
and since many types of bacterial terminal illness are 
being controlled. In this study, three clinical patterns 
could be distinguished in cases of pulmonary embolism: 
sudden death, usually diagnosed as coronary occlusion, 
involving the major branches of the pulmonary arterial 
tree; a subacute form that usually resembled terminal 
bronchopneumonia, in which the large and medium- 
sized pulmonary arteries were affected; and the chronic 
clinical form usually incident to prolonged terminal ill- 
ness, in which frequently only the small arteries were 
occluded. All three forms of the disease had frequently 
been wrongly diagnosed during life. Three factors 
strongely influence the occurrence of pulmonary embo- 
lism: age, sex, and periods of enforced bed rest. The 
greater frequency of incidence in women than in men 
is unexplained and should be the subject of further study. 

The results of this study tend to dispel two textbook 
suppositions that are deeply rooted in medical thinking: 
first, that pulmonary embolism is mainly a postoperative 
complication, and, second, that it is characteristically a 
sudden and rapid form of death. The vast majority of 
cases occurred in medical patients, and only a small per- 
centage of patients died suddenly. As the wide variation 
in its clinical picture becomes better recognized, and as 
the criteria for its diagnosis becomes clarified, pulmonary 
embolism will be correctly diagnosed more often, and 
more extensive prophylactic and therapeutic measures 
will be pursued. 
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ANESTHESIA THEN AND 





J.A.M.A., Sept. 18, 1954 


NOW—1914 TO 1954 


CHAIRMAN’S ADDRESS 


Moses H. Krakow, M.D., Bronx, N. Y. 


I shall limit my remarks to the subject of anesthesia 
as a specialty and its place in American medicine. The 
period I am going to cover extends from 1914 to 1954 
and represents exactly 40 years of medical practice largely 
devoted to anesthesia. Back in 1914, the medical grad- 
uate did not have as much of a problem as to the type of 
practice he would engage in as the graduate of today. 
Specialization then was an exception. The main concern 
of the graduate was a good internship, which meant a 
choice of either a surgical or a medical appointment with 
allied specialties thrown in; anesthesia was not among 
those specialties. As a matter of fact, the medical schools 
did not even have it in the curriculum. No reference to it 
was made at any of the lectures or demonstrations. The 
student witnessing an operation was mainly impressed by 
the performance of the surgeon. It did not occur to him 
that the patient had to be anesthetized before any surgery 
could be done. 


The medical profession at that time did not consider 
anesthesia important enough to be solely in physicians’ 
hands. Anyone under supervision of a surgeon could ad- 
minister anesthesia, and by default it was largely taken 
over by nonmedical technicians. Hospitals, having to 
provide anesthesia, either employed nonmedical person- 
nel or had a physician-anesthetist appointed to supervise 
anesthesia. These physicians did not have to qualify for 
this position and usually dropped anesthesia as soon as 
appointed to the regular surgical staff. Incidentally, I 
accepted such a position soon after completing my intern- 
ship, and must confess that I too intended to use it as a 
steppingstone to a surgical appointment. However, im- 
pressed with the importance of anesthesia, I decided to 
continue as anesthetist to the hospital even after receiving 
a surgical appointment and served in a dual capacity for 
several years. In 1927 I was elected a fellow of the 
American College of Surgeons. Shortly thereafter, feeling 
that I could contribute more to the welfare of patients 
by devoting full time to the practice of anesthesia, I did 
so. It is not surprising that in view of the status of anes- 
thesia, as described, few physicians were willing to make 
it their career. Yet, a number of men with strong con- 
viction that anesthesia was a vital part of medical prac- 
tice specialized in it and did all they could to teach it 
and improve it. 

DEVELOPMENT 

The first anesthesia society in the United States was 
formed in New York City in 1905 as the Long Island 
Society of Anesthetists. The group consisted of nine men, 
and these pioneers, together with a few other scattered 
throughout the country, formed a nucleus for what was 
to become the American Society of Anesthesiologists, 
almost 4,500 strong today. Those few men who did so 
much for so many anesthesiologists deserve everlasting 
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gratitude. By 1912 the founders’ group reached 50 and 
became the New York Society of Anesthetists. The prog- 
ress of this society was rather slow, and by 1935 there 
were just several hundred members, but as these men 
were located all over the United States, it then became 
the American Society of Anesthetists, which was incor- 
porated in 1936. The name was again changed to the 
American Society of Anesthesiologists in 1945. The so- 
ciety has devoted itself ever since its organization to the 
promotion and support of scientific progress of this spe- 
cialty, and made an early attempt to certify its own mem- 
bers as fellows. Eventually, in 1946, the American 
College of Anesthesiologists was established, and from 
then on it has conferred fellowships on the members of 
the society. In 1937, after much preliminary spade work 
the Advisory Board for Medical Specialists was con- 
vinced that anesthesia rated a board of its own. A board 
subsidiary to the Board of Surgery functioned for two 
years, and finally, in 1939, an independent American 
Board of Anesthesiology was organized and incorporated. 

In 1941, the House of Delegates of the American 
Medical Association approved the Section on Anesthesia. 
The same year, it also passed a resolution affirming that 
anesthesia is the practice of medicine and should be con- 
sidered as a medical and not a hospital service. This 
resolution assumed a great importance, because, with 
the advent of the prepaid hospital and medical insurance, 
it became necessary to distinguish between hospital ser- 
vices on one hand, and medical services on the other. 
The Blue Cross consistently maintained, and continues 
to maintain, that even though anesthesia is practice of 
medicine, it should, nevertheless, be included in hospital 
services. This has caused constant misunderstanding and 
irritation between patients, hospitals, and anesthesiolo- 
gists. 

THE PRESENT PICTURE 

Forty years ago anesthesia did not exist as a specialty. 
It was not taught in medical schools. It was not recog- 
nized by organized medicine, and, with few exceptions, 
it was in the hands of nonmedical personnel. Today, most 
medical students receive some didactic and clinical in- 
struction in anesthesia. Many schools have professors of 
anesthesia, heading a separate department. Every grad- 
uating class today has several physicians who expect to 
specialize in anesthesia and are seeking residencies that 
are approved by the American Board of Anesthesiology 
and the A. M. A. 

As previously stated, the A. M. A. is now on record 
that anesthesia is a recognized specialty and that it is a 
medical and not a hospital service. The public in general 
is becoming more and more aware of the importance of 
anesthesia and of the physician-patient relationship with 
anesthesiologists. Most surgeons today are willing and 
happy to let the anesthesiologists handle anesthesia prob- 
lems. Only a few die-hards still insist that a surgeon alone 











Vol. 156, No. 3 


is responsible for the conduct of the case and, therefore, 
should be making decisions regarding anesthesia too. | 
believe that the supply of anesthesiologists cannot today 
adequately meet the demand. This leads to the considera- 
tion of the future of the specialty and what can be done 
about it. 
FUTURE OF ANESTHESIOLOGY 

If I may be permitted to speculate a bit, I would like to 
make several predictions. First, anesthesia has been 
definitely established as a medical specialty, and it is 
bound to progress with the rest of medicine. I believe 
that whatever is in store for all of medicine is also’in 
store for anesthesiology. It makes it imperative, there- 
fore, that anesthesiologists go along with their medical 
colleagues, do all they can to preserve private practice 
of medicine, and follow the code of ethics of the A. M. A. 
and the American Society of Anesthesiologists. Second, 
there are some well-meaning people in this country who 
claim that not enough physicians are being graduated 
from our medical schools to properly take care of our 
population and that the medical profession is actually 
creating a monopoly. The A. M. A. denies these allega- 
tions and insists that the country does have enough physi- 
cians and that the fault is mainly in distribution. I am not 
going to go into the merits of this question, but I think 
that anesthesiology is short of trained physicians. There 
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are about 10,000 hospitals in the United States, and if 
one qualified anesthesiologist were put in each one of 
them at least 10,000 would be needed, and of course, 
many hospitals need more than one. It is my opinion, 
and hope, that more graduates of medicine will enter 
anesthesia, and that some day the supply will meet the 
demand. Of course, this will require constant and diligent 
attention, collectively and individually. 

The American Society of Anesthesiologists is doing an 
excellent job in public relations, but it is incumbent on 
every anesthesiologist to do his part to educate the public 
and to interest the medical graduate in anesthesia. Those 
who are professors of anesthesiology in medical schools 
could, I believe, do a real job in this respect. Third, hos- 
pital and medical insurance today is playing a very 
important role in practice of medicine in general as well 
as in anesthesia. I believe that here too, with proper 
approach, anesthesiologists will some day be in a posi- 
tion to negotiate with these insurance companies to the 
advantage of everyone. In conclusion, I think I am justi- 
fied to say that anesthesiology has an important role in 
the practice of medicine, and that, with proper coopera- 
tion of all agencies concerned with the treatment of the 
sick, physicians can achieve their goal—better medicine 
and best medical care for the people. 

1749 Grand Concourse. 





ANORECTOCOLONIC SIDE-EFFECTS OF ANTIBIOTIC THERAPY 


Robert Turell, M.D. 


Aubre de L. Maynard, M.D., New York 


The occurrence of toxic side-effects following the ad- 
ministration of antibiotics is by now well understood by 
the medical profession. Some authors believe that the 
intestinal side-effects may be brought about by the de- 
struction of some of the important enteric organisms, 
namely, Escherichia coli, that in turn ‘ordinarily suppress 
intestinal micrococci (staphylococci) and fungi. The ad- 
ministration of an antibiotic with a spectrum affecting 
Esch. coli may produce a suppression or destruction of 
the propagation of that organism and give antibiotic- 
resistant micrococci, Candida (Monilia) , especially Can- 
dida albicans, or other yeast or yeast-like organisms a 
chance to replace the normal bacterial flora in the in- 
testinal tract. However, it should be remembered that 
superinfection with antibiotic-resistant micro-organisms, 
including both fungi and bacteria, is a complex phenom- 
enon and that most cases of localized moniliasis are not 
actually instances of this disease.’ Fairlie and Kendall * 
stated that the concept that enteritis caused by the paren- 
teral usage of penicillin and dihydrostreptomycin “is due 
to suppression of normal intestinal flora, permitting over- 
growth of intestinal staphylococci appears to be over- 
simplified.” These authors believe that “A direct stimu- 
lation of the Staphylococcus by antibiotics must be con- 
sidered.” Sublethal dosages of drugs, according to an 
established pharmacological law, are known to be capa- 
ble of acting as stimulants. In general, the exact relation- 


ship of fungal or yeast-like infections accompanying or 
following treatment with antibiotic agents is far from 
clear. The precise role of the local irritating effect (Bryer) 
of the antibiotics and the interference with vitamin forma- 
tion by enteric organisms on the initiation of adverse side- 
effects still remains to be assessed. As far as the ano- 
rectocolonic symptoms are concerned, our observations 

concur with those of Pappenfort and Schnall,* that pre- 
existing skin or mucosal lesions “probably are important 
predisposing factors.” It is known that practically all anti- 
biotics including the newest ones, namely, erythromycin 
and carbomycin (Magnamycin), cause gastrointestinal 
side-effects. The incidence of these side-effects has been 
estimated at 20% in patients taking the recommended 
dosage of the antibiotic °; the individual reaction among 
these patients varies enormously. The important anorecto- 
colonic side-effects are diarrhea and anal pruritus, with 
or without associated burning and perianal skin mani- 
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festations.® As far as the anorectal syndrome is concerned, 
there appears to be nothing so distinct or pathognomonic 
about this condition to justify the designation of a “dis- 
tinctive clinical entity,” * except for the lack of diurnal- 
nocturnal variation of pruritus. These patients usually 
have no nocturnal itching, so their sleep is undisturbed. 


METHOD AND MATERIAL 


One hundred thirty-six patients with the anorecto- 
colonic syndrome seen in private and clinic practice were 
studied, treated, and followed. In 125, this syndrome fol- 
lowed the oral administration of a broad spectrum anti- 
biotic drug, while in 11 persons erythromycin was the 
causative agent. Diarrhea as a sole complication usually 
appeared within 12 to 72 hours after the ingestion of vari- 
able amounts (sometimes two or three doses) of the 
antibiotic and was noted in 37 patients; diarrhea in asso- 
ciation with anal or anogenital pruritus was noted in 22 
additional persons. The itching appeared either at the 
same time or, more commonly, several days after the 
onset of the diarrhea. Pruritus alone was noted in 51 pa- 
tients, while pruritus associated with anal or anogenital 
soreness and burning was observed in 26 additional pa- 
tients. 

Under the term of diarrhea are included (1) 29 pa- 
tients who had approximately 4 to 5 loose stools per day 
without gross or microscopic blood or pus; (2) 27 pa- 
tients who had only 1 to 2 daily bowel movements of 
loose stool without gross or microscopic blood or pus; 
and (3) 3 patients with dysentery of moderate severity 
—7 to 10 liquid stools daily with blood and pus. The 
diarrhea in the last three patients developed within three 
to eight days after the ingestion of chlortetracycline 
(Aureomycin) in two and of oxytetracycline (Terra- 
mycin) in one. These drugs had been given in dosages 
of 250 mg. every six hours. All three patients had in the 
past received penicillin (and perhaps also other anti- 
biotics) without reaction. Endoscopy for a distance of 
about 10 cm. from the anal verge revealed a uniformly 
reddened, injected, edematous mucosa with tiny scattered 
superficial ulcerations. The mucosa was friable and bled 
on slight trauma; this resembled the endoscopic picture 
of nonspecific ulcerative colitis. Gram stains of mucosal 
smears revealed micrococci; their exact genus was not 
identified. 

Routine sigmoidoscopic examinations of the remain- 
ing 56 patients with diarrhea showed a mild injection of 
the mucosa of the ampulla in 19 patients, mild cryptitis 
and papillitis in 7, and mild to moderate excoriation of 
the perianal skin and normal appearing intestinal mucosa 
in 21. Associated antecedent lesions in 38 patients in- 
cluded tabs and/or redundant perianal skin, moderate 
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to large mixed piles, and hypertrophied papillae or fibro- 
epithelial polyps. Very important incidental findings 
were polypoid adenocarcinomas of the rectosigmoid in 
two patients and a sessile benign adenoma in a third.* Un- 
like sigmoidoscopy, radiography of the colon with the aid 
of a double contrast medium was not performed rou- 
tinely; this examination was carried out in about 15 in- 
stances and was reported to be normal, except for varying 
degrees of spasm. The antibiotics that had been admin- 
istered to these persons were chlortetracycline in 33 pa- 
tients, oxytetracycline in 20, and erythromycin in 6. 

‘Anal pruritus (without diarrhea) occurred and was 
studied in 77 patients. The pruritus usually appeared 
within several days after ingestion of the antibiotic, but 
in some instances pruritus appeared weeks later. The 
causal relationship was sometimes established on the 
basis of the absence of diurnal-nocturnal variation. The 
involved skin was practically normal, except for scratch 
marks, in 51 patients of whom 27 were women; in the 
remaining 26 persons, 13 of whom were women, the 
pruritus was associated with a mild to moderate moist 
dermatitis accompanied by superficial excoriations and 
multiple fissures. Antecedent anorectal lesions, similar to 
those described for diarrhea, were found in 42 patients. 
Also of significance was the incidental finding in three pa- 
tients of adenomas of the rectum, one of which was the 
seat of an early noninvasive malignant lesion.* This again 
points up the necessity for a complete proctologic survey. 
including sigmoidoscopy, and roentgenography when in- 
dicated. The gynecologic examinations were essentially 
normal, except for mild to moderate excoriation of the 
vulva in 13 women. In 17 cases of anogenital pruritus, 
the vulval itching was considerably more severe than the 
anal pruritus. 

The causative antibiotics that had been administered 
in this group of patients were chlortetracycline in 45; oxy- 
tetracycline in 25; erythromycin in 5; and tetracycline 
(Achromycin) in 2. 

Interrogation disclosed that over 40% of all 136 pa- 
tients had had antecedent multiple complaints such as 
vague abdominal pain, fatigue, passage of mucus from 
the rectum, insomnia, nervousness, and others. As a 
group they appeared to be unstable, hypochondriacal, 
and “suggestible’’* and exhibited a great deal of self- 
pity. Most of these persons were engaged in intellectual 
pursuits; a few were clear-cut neurotics who utilized their 
complaints for psychological needs. A small number of 
these patients, having read an item in the newspaper 
concerning the “reckless use” of the antibiotics,’ blamed 
their physicians for having prescribed the drugs for 
“trivial trouble” that had caused their present “new” but 
avoidable disease. Certainly, we are in favor of inform- 
ing the public, but such information should be complete, 
and, in this case, it should have made clear that reac- 
tions might be inevitable. 


CLINICAL RESULTS 
Diarrhea.—The three cases of dysentery that showed 
micrococci on smear responded promptly after discon- 
tinuation of the use of the causative antibiotic and the 
administration of large doses of carbomycin or erythro- 
mycin '° combined with bed rest and the administration 
of fluids and electrolytes. It is important (1) to recognize 
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this complication and to identify the causative organism 
promptly, (2) to employ an antibiotic to which the causa- 
tive organism is susceptible, and (3) to supply (or re- 
place) the lost electrolytic elements and fluid. In our ex- 
perience, the therapeutic problem is not the same as that 
encountered in nonspecific ulcerative colitis.‘ This or a 
similar therapeutic regimen has been successful in many 
of the seriously ill, hospitalized patients suffering from 
either ulcerative or membranous micrococcic enteritis.'"" 
One word of caution should be given. Some organisms 
have already developed a resistance to the recently in- 
troduced erythromycin. This is evidenced by the experi- 
ence reported here and by the occurrence of acute dysen- 
tery following the oral administration of this antibiotic. 
The development of new antibiotics to which the present 
resistant bacteria are susceptible becomes increasingly 
important. 

Most of the other cases of diarrhea responded to simple 
medication along with the discontinuation of the offend- 
ing antibiotics. The addition of carbomycin or erythro- 
mycin was of apparent benefit in nine patients. Reas- 
surance of the patients seemed of very significant value, 
as many of these patients were highly suggestible."* As a 
sole form of treatment, camphorated tincture of opium 
(paregoric), in doses as small as 4 cc. given twice daily 
preceded by one dose of 30 cc. of castor oil, was sufficient 
for the control of the loose stools in many patients. But- 
termilk with or without acidophilus milk (yogurt) was 
of no help, and in fact in some patients these agents ag- 
gravated the diarrhea or produced mild abdominal 
cramps. 

Ten patients with diarrhea were treated by withdraw- 
ing the offending antibiotic, administering a placebo (a 
capsule containing either sodium chloride or lactose), 
and feeding a high protein, high vitamin, and high carbo- 
hydrate diet without those foods the patients did not care 
to eat or to which they thought they were sensitive. For 
example, 3 of the 10 patients were afraid to eat ripe 
bananas, while the other 7 believed this fruit to be ex- 
tremely desirable. All 10 patients were completely well 
within less than a fortnight and have remained so to 
date. 

Pruritus.—The anal pruritus that was associated with 
loose stools was treated by the application to the perianal 
area of a bland ointment just prior to defecation. The 
bulk of the ointment was removed after defecation (the 
Howard Lilienthal treatment). Whenever this maneuver 
was impractical, the perianal area was cleansed after 
defecation with water and a detergent such as Lowilla, 
and this was followed by the application of a bland oint- 
ment; the use of dry tissue paper was interdicted. Pruritus, 
anal or anogenital, usually without associated diarrhea 
appeared later than diarrhea and lasted longer.** In some 
patients, pruritus disappeared spontaneously; in others 
it responded easily to simple therapy; but in still other 
persons it persisted for a variable period of time in spite 
of aggressive therapy even after the spontaneous or thera- 
peutically induced return of the normal intestinal flora. 

Fifty-four patients responded well within less than 
two weeks to (1) the discontinuation of the offending 
antibiotic; (2) the interdiction of the use of dry toilet 
paper; and (3) the topical application twice daily of an 
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ointment containing 5% sodium caprylate and 5% 
sodium propionate in Aquaphor, a detergent skin oint- 
ment containing hydroxyl animal fats. Additional gen- 
eral measures included the omission of alcoholic bever- 
ages, highly seasoned foods, and caffeine-containing 
drinks (coffee and tea) and the administration of pheno- 
barbital or bromides. Based on past experience,'! in 12 
patients it was advised that extirpation of associated 
anorectal organic lesions be carried out at a propitious 
time. In general, we agree with Kallet and Davlin '* that 
“local therapy which has been useful in other forms of 
perianal irritation has proved quite effective” in these 
cases. In our experience it has hardly been “a therapeutic 
problem of great magnitude.” ? 

Twelve patients responded well within a period vary- 
ing from two to six weeks to the general measures out- 
lined in addition to the topical application of a bland oint- 
ment, such as aqua rosae. Hence it is our assumption that 
“specific antibiotic pruritus,” at least in some patients, 
disappears spontaneously; it is our belief that sponta- 
neous recoveries have been grossly underestimated. We 
believe this in spite of Manheim and Alexander’s views 
to the contrary.’ 

Four patients responded quite satisfactorily, first to 
the parenteral administration of corticotropin (ACTH) ** 
and later to the topical application of free alcoholic hy- 
drocortisone ointment, while eight others tested experi- 
mentally failed to derive any benefit from either hor- 
mone. These hormones are at best “morbistatic” and are 
seldom curative in anogenital pruritus of other causes. 
The cases of the remaining seven patients have remained 
unsolved problems. 

Acidophilus milk (yogurt) was first used by Will- 
cox * but later was championed by Manheim as a ver- 
itable cure or, along with buttermilk, as one capable of 
producing striking improvement. This does not conform 
with our experience. These substances were given in 
large amounts (to the point of toleration) alternately or 
in combination to 10 patients.. The procedure was of 
questionable benefit in three patients and utterly ineffec- 
tive in the remaining seven. Nine of these 10 patients 
have subsequently responded quite well to the ointment of 
sodium caprylate and propionate applied topically '* 
plus the general measures already outlined. 

Sodium caprylate administered by mouth has yielded 
good results in several patients but has failed in others *; 
our studies are still in progress. Recent studies showed 
that intestinal moniliasis may be successfully eradicated 
by the administration of caprylic acid-resin complex in 
capsules that contain 48 to 52% of the complex fatty 
acid. This agent has little, if any, inhibitory action on the 
growth of normal intestinal flora.’* The high incidence 
(over two-thirds) of recurrence * is not in accord with 
our experience and suggests inadequate initial therapy 





10a. Dearing and Heilman.’ Fairlie and Kendall.* 

11. Turell, R.: Treatment In Proctology, Baltimore, Williams & Wilkins 
Company, 1949. 

12. Kallet, H. I., and Davlin, L. P.: Anal Irritation Following Use of 
Antibiotics, Am. Pract. & Digest Treat. 3: 377 (May) 1952. 

13. Turell, R.: Corticotropin and Cortisone in Intractable Anogenital 
Pruritus, J. A. M. A. 152: 806 (June 27) 1953. 

14. Turell, R.: Newer Therapeutic Procedures in Pruritus Ani, New 
York J. Med. 51: 1408 (June 1) 1951. 

15. Neuhauser, I.: Successful Treatment of Intestinal Moniliasis with 
Fatty Acid-Resin Complex, A. M.A. Arch. Int. Med. 93:53 (Jan.) 1954, 








220 ROUTINE ABDOMINAL FILM—LEVINE AND CROSBIE 


or failure to eliminate the contributory factors. Also, none 
of our patients has “developed conditions necessitating 
surgery.” * 
COMMENT 

While micrococcic enteritis is serious, we agree that 
the anorectal syndrome, though annoying, is not “of a 
serious nature.” °” The large number of patients observed 
by proctologists is no indication of the actual incidence 
of the adverse side-effects of antibiotics. It should be 
kept in mind that in the United States, during the year 
of 1951 alone, 324 tons of penicillin have been produced, 
167 tons of streptomycin, and 250 tons of the broad 
spectrum antibiotics.° Furthermore, “more than one-half 
of all prescriptions written during 1951 were for anti- 
biotics, and Americans spent one-third of their entire drug 
bill during that year for antibiotics. In each instance, these 
figures appear to have shown continuous increase during 
1952 and 1953.” ® 

It seems to us unfair and certainly unjustified for men 
other than qualified chemotherapeutists to make the 
statement that “physicians have prescribed antibiotics 
with increasing frequency, and, unfortunately, at times 
without specific indication.” * The intelligent clinician is 
neither influenced nor deterred by the possible side-effects 
when there is a clear-cut indication for the use of an anti- 
biotic. Exaggerated fear of complications may lead to 
ineffective therapy as exemplified by the following ex- 
perience. A urologist in charge of a service in a large 
general hospital told one of us that he has discontinued 
the use of oxytetracycline because of side-effects and is 
now employing chloramphenicol instead because of the 
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alleged lesser incidence of side-effects. Evidently, he did 
not know that large amounts of the latter drug are ex- 
creted in the urine in a biologically inactive form *° and 
that it is an inferior antibiotic for the treatment of urinary 
tract infection. In 1953, Miller and Walker reported ad- 
ministering as much as 5 gm. of oxytetracycline orally 
daily for four months to 70 patients with tuberculosis, 
and all tolerated this large amount of the drug quite well. 
No deviations from the normal were found proctosig- 
moidoscopically in patients who experienced diarrhea. 
Similar observations have been made at Harlem Hospital 
where antibiotics, especially the mycins, have been used 
extensively and in large quantities and dosages since their 
inception. 
SUMMARY AND CONCLUSIONS 

While micrococcic enteritis may be of serious import, 
the results of this study concur with the belief that the 
anorectocolonic side-effects of antibiotics are not of a se- 
rious nature. Our study also supports Kallet and Davlin’s 
statement that “local therapy which has been useful in 
other forms of perianal irritation has proved quite et- 
fective” in these cases. We have found also that spon- 
taneous recoveries occur in quite a few patients; this 
matter has been much underrated as has the effectiveness 
of placebo in many patients. We also found that aci- 
dophilus milk (yogurt) and/or buttermilk as a sole 
form of treatment are completely ineffective in either 
diarrhea or pruritus. 

25 E. 83rd St. (28) (Dr. Turell). 
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THE VALUE OF A ROUTINE ABDOMINAL FILM 


Morris H. Levine, M.D., Denver 


Stanley Crosbie, M.D., Grand Junction, Colo. 


The practice of taking a routine chest roentgenogram 
for all patients admitted to the hospital is tending to be- 
come universal. Few clinicians question the value of such 
films; they have come to be accepted as a part of routine 
studies, similar to the blood cell count and urinalysis. 
This is true despite the fact that the percentage of films 
with abnormal findings is small compared to the number 
of “negative” chest roentgenograms. Assay of the exact 
value of a routine chest roentgenogram is difficult. One 
of the most comprehensive of community-wide chest 
roentgenogram surveys has been made by the division 
of chronic disease and tuberculosis of the Public Health 
Service ' during the past five years. In all, 5,840,897 
chest roentgenograms were made on 70 mm. film in 17 
different communities scattered over the United States. 
The percentage of abnormal roentgenograms varied from 
2% up to 7.2%, with an average of about 3.6%. These 
so-called positive roentgenograms were read as such not 
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only because abnormalities suggestive of tuberculosis 
were noted, but because nontuberculous chest diseases 
as well as cardiovascular abnormalities were questioned 
on the initial roentgenogram. An attempt was made to 
obtain 14 by 17 in. roentgenograms of the persons who 
had “positive” results on 70 mm. films, so that, with these 
larger films, some of the so-called positives could be ex- 
cluded. However, for practical purposes, it appears justi- 
fiable to use the figure of 3.6% as an average for the 
number of chest roentgenograms that will be “positive” 
for pulmonary disease, cardiovascular abnormalities, or 
both, in the general population. 

Routine chest roentgenograms for patients admitted 
to the hospital are more productive than a routine survey 
on a general population of essentially normal persons. 
Figures vary tremendously according to the type of hos- 
pital, the type of patients admitted, and the care with 
which the roentgenograms are studied and reported by 
the roentgenologist. At the Veterans Administration 
Hospital in Grand Junction, Colo., a 152-bed general 
medical and surgical hospital, the percentage of admis- 
sion roentgenograms reported as showing “possible tu- 
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berculosis” has varied from 0.6 to 3.87%, with a general 
average Of 2.19%. The percentage of admission roent- 
genograms reported as suggestive of other pulmonary 
disease, cardiac abnormality, or both, varied from 11.1 
to 21.6%, when calculated at three month intervals over 
a period of three years—the average percentage being 
16.02. From this it appears that as far as positive find- 
ings are concerned, the routine admission chest roent- 
genogram is of value in about 18% of the cases. It is 
recognized that negative findings in a chest roentgen- 
ogram are as important in a complete and final diagnosis 
as positive findings. The chest roentgenogram survey 
was originated and given great impetus by public health 
organizations conscientiously motivated toward the erad- 
ication of tuberculosis in the community and toward the 
cure of diseased persons by the logical procedure of find- 
ing the disease early. It may justly be claimed that much 
of the great recent progress in diminution of tuberculosis 
as a major threat to the community can be attributed to 
carly case finding by roentgen examination. The finding 
of intrathoracic disease other than tuberculosis in these 
studies has convinced physicians in general, and the in- 
ternist especially, of the value of the routine chest roent- 
genogram as a subsidiary part of the physical diagnosis. 
These routine admission studies of the chest are ordered 
not with the view of tuberculosis case finding but as part 
of a broad assay of a patient’s health status. 

Much information in a complete physical appraisal 
of the health status of a patient could be obtained by 
supplementing the routine chest roentgenogram with a 
roentgenographic survey of the lower half of the torso. 
It may be claimed that the chest lends itself to easier 
roentgenographic analysis because of air contrasts and 
that no preparation of the patient is necessary for chest 
survey. While this is true, its importance is magnified 
out of all proportion. The urologist depends greatly on 
the preliminary kidney, ureter, and bladder film of the 
abdomen and is generally well qualified in its analysis 
from the urologic viewpoint. The gastroenterologist and 
general surgeon can recognize much that is informative 
in a plain film of the abdomen.’ The orthopedist uses 
what is essentially a plain film of the abdomen as part 
of his roentgen study of the lumbar spine. Just as the 
posteroanterior view of the chest may be of value to the 
cardiologist as well as to the chest specialist, so may a 
survey roentgenogram of the abdomen be of value to 
tle gastroenterologist, urologist, obstetrician, gynecol- 
ogist, and orthopedist in their assays of a patient. When 
it is considered that attempted palpation of the kidneys 
and spleen for estimation of size is commonly difficult 
and that, even in the case of the liver, palpation is fre- 
quently inconclusive, especially in larger persons, the 
value of a method that could supply this information 
becomes evident. As to the argument that preparatory 
cleansing procedures must be undertaken to obtain a use- 
ful roentgenogram, we have undertaken to show that 
this is not generally true. It has been observed that an 
ambulatory or recently ambulatory person is commonly 
a better subject for survey by an abdominal roentgen- 
ogram than is the person long hospitalized and prepared 
by intestinal cleansing. As our statistics indicate, it 
was seldom that an abdominal roentgenogram taken 
of a newly admitted patient was unsatisfactory for inter- 
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pretative survey purposes, and in many of these instances 
the faults were technical rather than due to lack of cleans- 
ing preparation. 

The routine abdominal roentgen survey was more eco- 
nomically feasible and seemed likely to be more valuable 
if the same roentgenogram could be used for a variety 
of systems and by several specialists. The kidney, ureter, 
and bladder roentgenogram taken with the patient supine 
is best adapted to study of several systems as a standard 
procedure for technical reasons. Lying on the back allows 
greater standardization in roentgenographic studies than 
would lying prone; the patient is generally more com- 
fortable and less likely to move when lying on his back, 
so that there is likely to be less technical difficulty due to 
body motion; the lumbar spine and the viscera most 
difficult to palpate, the kidneys and spleen, are brought 
closer to the film and therefore are shown more sharply 
defined with less exaggeration due to distortion by a 
longer object-film distance; and the bony pelvic canal 
is presented in a far more opened view with the patient 
in the supine position than in the prone position. More- 
over, it is somewhat of a fallacy to consider that the prone 
position will bring calcified gallstones closer to the film, 
for most right lateral views of the gallbladder filled with 
contrast medium will show that it lies in the middle third 
of the anteroposterior diameter of the abdomen. We 
have, for these and other considerations, adopted the 
kidney, ureter, and bladder roentgenogram made with 
the patient in the supine position as routine in these 
studies. Such a roentgenogram of the abdomen nearly 
always has enabled us to judge whether the liver, spleen, 
or kidneys are enlarged or abnormal in shape or position. 
The psoas muscles are nearly always identified. Calci- 
fications in the abdomen and bony pelvic canal are 
readily demonstrated. Much information is presented 
regarding the lumbar spine and pelvis with regard to 
alignment of vertebrae, old and recent fractures, inflam- 
matory and neoplastic bone disease, and calcium con- 
tent of the skeleton in nutritional and endocrinological 
disease. 

It is to be emphasized that the roentgen survey of the 
lower half of the torso usually is not completely adequate 
when a significant pathological process is demonstrated 
and should be supplemented by proper additional roent- 
genograms made with the patient in other positions, by 
spot focus, or with contrast mediums. The survey roent- 
genogram should be regarded, just as the chest roentgen- 
ogram, as a sort of hunting expedition in a search that 
may disclose disease. The likely usefulness of such a 
study seemed to warrant a series of kidney, ureter, and 
bladder films, all done without special preparation on a 
consecutive group of newly admitted patients, regardless 
of complaint or history, at the Veterans Administration 
Hospital in Grand Junction. 


METHOD 


For 242 patients consecutively admitted to this hos- 
pital in the fall of 1952, roentgenograms of the kidney, 
ureter, and bladder were routinely made. Almost all of 
the patients were men between the ages of 18 and 83; 
some had had previous admissions to this hospital. A 
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few were admitted for tuberculosis follow-up, another 
small group were admitted for dental work only, and 
many were healthy young men admitted only for tonsil- 
lectomy, herniorrhaphy, or hemorrhoidectomy. Approx- 
imately 10% were admitted for only examination and 
observation in connection with pending compensation 
claims, and less than 25% were considered seriously ill 
at the time of their admission. Exposures were made on 
the 14 by 17 in. film without previous preparation of the 
patient at the same time the routine chest roentgenogram 
was taken. The exposure was made with the patient in 
the anteroposterior position, supine, and in expiration. 
The Potter Bucky diaphragm and a 1 mm. aluminum 
filter were used, at a tube distance of about 40 in., with 
an average of 68 kv., 200 ma., and exposure time of 12 
second. 

A study was made of the quality of these films; they 
were divided into four groups ranging from those show- 
ing fine detail throughout to films of poor quality on 
which it seemed effort had been wasted. Of 242 films, 
only 5, or 2%, were totally unsatisfactory because of 
poor technique or obscuration. Fifty-two films, or 
21.4%, were just acceptable, classified as fair or improv- 
able by better technique or preparational procedure. 
One hundred fifty films, or 62% , were classed as good, 
showing adequate detail throughout, and comparable 
with the average film for which preparational measures, 
such as cleansing enemas, had been taken. Thirty-five 
films, or 14.4%, were classed as excellent in detail 
shown. We felt that with 76% of the films showing good 
or excellent detail without preparation of the patient, and 
with 98% of films acceptable, preparational procedures 
in the scout film could be omitted except in exception.l 
circumstances. A second film can always be made after 
preparational measures if indicated; a great saving of 
time and effort is obviously accomplished by making the 
first film without preparation. 

The 242 roentgenograms were read by one radiologist 
and graded as follows: group 0, film not abnormal, of 
value only as a negative study, 92 (37% ); group 1, film 
of value because it later formed a part of other studies, 
114 (47% ); group 2, film of value because it confirmed 
or reenforced clinical diagnosis, 58 (24% ); and group 
3, film of value because it disclosed information that 
otherwise might not have been obtained, 26 (11% ). The 
percentages add to over 100 because some of the films 
could be classified in more than one division. 

The 92 cases in group 0, representing roughly one- 
third of the total, were valuable in diagnosis. They helped 
to rule out such conditions as partial intestinal ob- 
structions, abnormal calcifications, lumbar spine changes, 
and abdominal tumors. For the 114 cases classified in 
group 1, the routine kidney, ureter, and bladder film 
served as a portion of other roentgen studies, quite a 
number of which were suggested by the initial film, and 
led to a more accurate and definitive diagnosis. Since it 
is routine practice at this hospital to take a scout film as 
a portion of the gastrointestinal, gallbladder, barium 
enema, and genitourinary studies, a routine kidney, 
ureter, and bladder film is not “wasted” in terms of 
either the cost of the film or the technician’s time. In 
the case of a lumbar spine study, it can take the place 
of the anteroposterior view. Some of the 58 cases in 
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group 2, representing 24% of the total, were cases of 
hypertrophic changes in the dorsal spine, but such cases 
were not included unless they were severe or unless other 
definite clinical history or positive physical findings justi- 
fied a diagnosis of hypertrophic arthritis. 

The 26 cases in group 3, 11% of the total, are the most 
interesting and probably the most valuable from the 
standpoint of diagnosis. These encompassed a large vari- 
ety of conditions, many of which might easily have been 
overlooked if roentgen studies had not been made, in- 
cluding hydronephosis; subluxation between the second 
and third lumbar vertebrae; empyema of gallbladder; 
heavy metal in buttocks; rotoscoliosis of the lumbar 
spine; arthritis of the sacroiliac joint; early Paget’s dis- 
ease; calcified fecalith of appendix; bony fusion of the 
sacroiliac joints; cholelithiasis; adynamic ileus; calcifica- 
tion in spleen, possibly due to tuberculosis; severe osteo- 
porosis; hepatomegaly; tuberculous spondylitis; air in 
biliary radicles (led to final diagnosis of choledochoduo- 
denal fistula); asymptomatic left renal calculus; and 
calcified mesenteric adenitis, possibly due to extrapul- 
monary tuberculosis. 

COMMENT 


Admittedly a series consisting of 242 cases is small; 
however, it is felt that even this small series indicates 
the value of routine roentgenograms of the kidney, ureter, 
and bladder of all patients admitted to the hospital. In 
114 cases, or 47% of this series, the admission film 
would have been taken as a portion of other roentgen 
studies; thus it was economically justified. In addition, 
in 58 cases, or 24%, the routine film added considerably 
to the other diagnostic studies of the patient by giving 
objective confirmation to conditions that otherwise 
would have remained merely clinical impressions. 
Finally, in 26 cases, or 11% of the total, kidney, ureter, 
and bladder films were of value because they dis- 
closed information that might otherwise have been over- 
looked; the figure of 11% of otherwise unsuspected dis- 
ease is not insignificant. These figures compare favorably 
with figures given for the value of routine chest roent- 
genograms, either in a community-wide service or on 
hospital admission. It is our opinion that a routine kid- 
ney, ureter, and bladder survey film, without preparation 
of the patient, should be made a part of the admission 
studies on all hospitalized patients. 





Tuberculous Meningitis—Tuberculous meningitis was uniformly 
fatal prior to the advent of streptomycin therapy. Whereas short 
courses of streptomycin apparently saved an occasional patient, 
adding PAS and prolonging the original course of therapy 
markedly improved the percentage of survivors. . . . The addi- 
tion of isoniazid holds promise of further improving the survival 
rate... . Although one may expect further losses with longer 
observation periods, we have reason to hope for a recovery rate 
of 75 per cent or more with the use of drugs currently available. 
Obviously some will survive only to die later of causes other than 
tuberculous meningitis per se. . . . The presence of associated 
miliary tuberculosis has not affected the survival rates of our 
patients adversely since initiation of prolonged combined chemo- 
therapy. All five patients with combined miliary-meningeal 
tuberculosis, in the group herein reported, were living 8 to 18 
months after beginning treatment.—E. J. Des Autels, M.D., and 
K. H. Pfuetze, M.D., Current Treatment of Tuberculous Menin- 
gitis: A Preliminary Report, Annals of Internal Medicine, June, 
1954. 
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STREPTOCOCCIC INFECTION 






OF THE “FIBROEDEMA” OF 
MELKERSSON’S SYNDROME 


Franklin A. Stevens, M.D., New York 


Melkersson’s syndrome was described in 1928.' A 
patient had recurrent facial paralysis and edema of the 
upper lip. Later lingua plicata was noted as a third symp- 
tom.* In 1947 Kettel reviewed the literature and re- 
ported five additional cases.* The syndrome may be 
familial but is not hereditary. The first attacks of paral- 
ysis have occurred before the patients were 18 years old 
and usually before adolescence. Both facial nerves have 
been affected alternately, and the edema, ordinarily re- 
current at first but permanent later, has followed the 
initial attack of paralysis. Rarely edema and paralysis 
have occurred simultaneously. In a few patients the in- 
tervals between the occurrence of paralysis and the at- 
tacks of edema have been long. Confined to the upper 
lip and cheeks (occasionally the lower lip or the circum- 
orbital tissues have been involved) a series of transient 
attacks similar to angioneurotic edema have led in most 
patients to permanent fibrosis. These attacks have been 
noninflammatory, although sections of the fibrotic tis- 
sues have suggested mild chronic inflammation. There 
have been overgrowth of connective tissue, evidence of 
edema, atrophy of the muscle fibers, and round cell in- 
filtration.’ This edema has not always been associated 
with recurrent paralysis. New and Kirch * reported on 67 
patients with permanent deformities of their lips and 
cheeks (occasionally of the lower lips and eyes), but only 
13 had paralysis of the facial nerve. In these patients mild 
recurrent attacks of edema preceded the fibrosis. Severe 
deformities were corrected by plastic surgery. 

The cause has not been discovered for either the 
edema or the paralysis. Clinically the first few attacks 
of edema have appeared angioneurotic, but later sections 
of the fibrotic tissues have suggested mild chronic in- 
flammation. New and Kirch believed that lymphangitis 
and recurring erysipelas could be excluded. A patient, 
now past 50, with this syndrome has been under medi- 
cal observation since early childhood. She has had re- 
current facial paralysis and edema with fibrosis of the 
lips and cheeks with a superimposed streptococcic infec- 
tion. The treatment of this infection was reported in 
1933.° 

REPORT OF A CASE 


The patient was born in 1898. There have been no known 
hereditary atopic allergies in the family. Her mother had re- 
current facial erysipelas, and an aunt had recurrent facial 
paralysis. Paralysis occurred when the patient was 7, 14, 16, 26, 
and 28, twice on the right and three times on the left side of 
the face. Recovery was nearly complete after each attack. Now, 
at 56, she has but slight residuum on the left. Photographs show 
that her lips became fuller in early adolescence. Ridges and 
areas of local thickening appeared on the buccal mucous mem- 
brane, and a small spot on the lower lip would occasionally 
be swollen for a few hours. When 17, she felt ill one after- 
noon. The following morning her lips and cheeks were swollen, 
tense, and red. She had no fever. The swelling never completely 
subsided, and repeated attacks occurred at intervals of three 
or four months with rapidly deforming fibrosis. In May, 1918, 
a physician in Chicago excised strips of fibrous tissue from both 


lips. Attacks occurred at intervals of one year after the opera- 
tion, but these were febrile and with less edema. In 1919, dur- 
ing the first attack following the operation, a hemolytic strepto- 
coccus was cultivated from the maxillary sinuses. A vaccine 
made with this strain did not prevent attacks. In 1925 and sub- 
sequently, febrile attacks occurred at intervals of two, three, or 
four months. A physician in New York advised irradiation. The 
patient was not benefited. 

In 1927 > hemolytic streptococci were isolated from the buccal 
mucous membranes and from the deep layers of the skin. Vac- 
cines with this strain, and later with three strains recovered 
from patients with erysipelas, seemed to lengthen the intervals 
and reduce the severity of the reinfections, but these favorable 
results were only temporary. The attacks were even severer after 
administration of vaccine was stopped. After this trial with 
vaccines, the patient was inoculated with filtrates of cultures of 
hemolytic Streptococcus grown from four to eight days. The 
recurrences became milder and less frequent and ceased after a 
series of inoculations lasting two years (1932). 

On two occasions since the last severe attack the lips and 
cheeks have been slightly swollen and inflamed. Each time the 
patient was given a short course of inoculations with strepto- 
coccic filtrates. The previously infected tissues are still mildly 
sensitive to streptococci; inoculations with large doses of filtrate 
will cause moderate swelling and inflammation of the face. In 
the interval since 1933 she has had a sympathectomy for hyper- 
tension. 

COMMENT 


In this otherwise typical history of a patient with 
Melkersson’s syndrome, streptococcic infection was su- 
perimposed on the edema and fibrosis of the lips and 
cheeks. This is unusual; no similar infection has been re- 
ported. In retrospect it seems that some of the other 
patients treated for chronic infectional edema * may have 
had an edema and fibrosis such as that described by 
New and Kirch preceding their streptococcic and micro- 
coccic infections. Only 13 of the 67 patients they re- 
ported on had recurrent paralysis. 

Longcope ® has reviewed the literature on angioneu- 
rotic edema and given his personal experience. He con- 
siders hereditary edema, so frequently fatal, a separate 
entity. The common or sporadic edemas occur largely 
in patients with a familial history of atopic allergic dis- 
ease. In reality they are only giant urticarial lesions, and 
patients with edema often have urticaria at some time. 
Those patients in whom an allergenic excitant has not 
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been found have often had obscure foci of infection. 
These giant urticarial lesions have been paler than the 
surrounding skin. They have affected all parts of the 
body but especially easily distensible tissues such as the 
lips and the tissues surrounding the eyes. Rarely in severe 
attacks a patient has had fever. One region may be re- 
peatedly involved with relapses and recurrences, but 
there has been no residual edema or fibrosis. However, 
Longcope does mention certain patients reported on in 
the literature with edema of the face followed by perma- 
nent deformities. 

The edema associated with recurrent facial paralysis 
in Melkersson’s syndrome is unlike angioneurotic edema 
in several respects. First, it frequently leads to local 
fibrosis, which may develop rapidly or gradually after 
several mild recurrent attacks of edema; second, the 
edema occurs only around the eyes and mouth and on 
the cheeks; third, it may be familial, but it is not heredi- 
tary nor does it occur especially in patients with a family 
history of atopic allergies, and it has not been associated 
with urticaria; fourth, one in five patients has had re- 
current seventh nerve paralysis; and fifth, while angio- 
neurotic edematous tissues are pale, if the lesions of this 
edema are acute they may be red, tense, and glistening. 
Possibly a distinctive term should be used to describe 
this lesion: “idiopathic fibroedema” would appear suita- 
ble. 

Local infection with Streptococcus is the only un- 
usual feature in the history of this patient. The clinical 
picture changed when definite infection occurred. So far 
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no similar infection has been reported, although strepto- 
coccic and occasionally micrococcic infections of edema- 
tous tissues are not unusual if the edema is the result of 
some hereditary, congenital, or acquired abnormality of 
lymphatic drainage. Repeated local infection of itself 
may also lead to fibroedema. Authors who have previ- 
ously described the edema occurring as a symptom in 
this syndrome did not believe there was local infection 
but, nevertheless, observed that the lesion should not be 
confused with erysipelas. It is possible that subclinical 
local infection or adjacent infected foci are responsible 
for this fibroedema. It should not be confused with the 
much commoner angioneurotic variety. 
CONCLUSIONS 

Idiopathic fibroedema is an edema of the lips or cir- 
cumorbital tissues with fibrosis of the affected areas. 
Lingua plicata and, in one out of five patients, recurrent 
peripheral facial paralysis have been associated with it 
in a syndrome described by Melkersson. Fibroedema 
must not be confused with sporadic angioneurotic 
edema, which never causes fibrosis, is often associated 
with urticaria, and occurs largely among patients with an 
allergic (atopic) family history in whom some allergenic 
excitant or focus of infection may be responsible. The 
course and nature of this fibroedema suggest local sub 
clinical infection. Recurrent attacks of erysipelas or overt 
chronic infection (chronic infectional edema) may be 
superimposed on the fibrosis. 

620 W. 168 St. (32). 





STUDY OF TUBELESS METHOD FOR DETERMINING GASTRIC 
ACIDITY AND pH VALUES 


SPECIAL CONSIDERATION OF THE 


SUBTOTALLY RESECTED STOMACH 


Harry Shay, M.D., Robert Ostrove, M.D. 


Herman Siplet, A.B., Philadelphia 


The inadequacy of the titrametric method for measur- 
ing gastric acidity with Tépfer reagent as indicator for the 
study of gastric anacidity in the intact stomach has been 
emphasized previously.’ More recently * this inadequacy 
has been shown to be perhaps even greater if the method 
is used to evaluate the effect of subtotal gastrectomy on 
the secretion of the remaining gastric pouch. In both of 
these studies we found the determination of hydrogen ion 
concentration of the gastric contents to be the most pre- 
cise method for establishing the true status of gastric 
acidity when no titratable free acid is present. It is vital 
for the ulcer patient who has had a subtotal gastric resec- 
tion to develop an anacidity in the remaining gastric pouch 
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if he is to be safeguarded against the development of new 
ulcers. We believe that it is important to study gastric 
secretion in these patients very shortly after operation 
and at frequent intervals thereafter until a satisfactory 
gastric anacidity ° is established and to treat such patients 
as potential ulcer patients until such an anacidity does 
develop. 

Since the results of our previous studies * indicated the 
need for repeated gastric analysis in most patients after 
subtotal gastric resection, an evaluation of the quininium 
cation exchange resin test proposed by Segal, Miller, and 
Morton * was undertaken especially to determine its ap- 
plicability in such patients. This tubeless technique would 
be more acceptable to the patient for repeated tests since 
it makes gastric intubation unnecessary and would sim- 
plify the problem for the examiner, because when intuba- 
tion is used in these patients the tip of the Rehfuss tube 
must be placed with especially careful fluoroscopic con- 
trol in the remaining gastric pouch and should be checked 
at the end of the fractional gastric analysis in order to be 
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certain that the tip of the tube had not slipped through 
the gastric stoma. 

In order to determine the suitability of the tubeless 
method for the above purpose, pH values of the gastric 
contents were determined during the course of the qui- 
ainium resin test. Quinine extraction from the urine was 
made from aliquots of all urine specimens both by the 
cther sulfuric acid technique described by Kelsey and 
Geiling * and employed in the Segal, Miller, and Morton 
procedure and the benzene-sulfuric acid method based on 
the studies of Brodie and others,’ and used in the modi- 
fication of this procedure by Flood and his associates." 
Since cations other than H* can replace the quinine in 
the resin to a small degree in the two hours of the test, 
small amounts of quinine can be liberated, absorbed, and 
excreted in the urine in patients with gastric anacidity. A 
quantity of 12 mcg. of quinine for the Segal-Miller and 
25 meg. for the Flood technique may be excreted by the 
patient with anacidity. Between 12 and 25 mcg. with the 
former and 25 to 50 mcg. with the latter is considered to 
be in the equivocal zone, and determinations above 25 
meg. and 50 mcg. respectively, have been shown to indi- 
cate the presence of free gastric acid. 


EXPERIMENTAL METHODS 

The patient reported to the institute at 8:30 a. m. after 
a 12 hour fasting period. At this time the patient emptied 
the urinary bladder completely, and this specimen of 
urine was discarded. A Rehfuss tube was passed, and the 
tip of the tube was visualized fluoroscopically and placed 
in the most dependent portion of the intact stomach and 
just above the gastrojejunal stoma in the patient with sub- 
total gastric resection. Any slack in the tube was with- 
drawn and the tube then fixed to the chin with adhesive. 
With a Luer all-glass syringe, 0.5 cc. of gastric juice was 
withdrawn to determine basal pH in some of the patients. 
Hydrogen ion determinations were made with a Beckman 
pH meter with micro cup attachments so that only two- 
drop quantities of gastric contents were required. The 
remainder of the gastric sample together with the con- 
tents of the micro cup after the pH was determined were 
recovered with the glass syringe and returned to the stom- 
ach through the Rehfuss tube, care being taken to follow 
this reinjection with the injection of 3 cc. of air to assure 
return of the tube contents to the stomach. 

Caffeine sodiobenzoate, 250 mg. stirred into one-half 
glass of water, was administered orally at 9 a. m. At 10 
a. m. the patient emptied the urinary bladder, and this 
specimen was used for the control determination of uri- 
nary substances fluorescent in ultraviolet light. Two 
grams of quininium cation exchange resin (Diagnex) 
suspended in one-fourth glass of water was administered 
orally. An additional one-fourth glass of water was then 
given to assure ingestion of the whole dose of indicator.’ 
Two hours later, at 12 noon, the patient again emptied 
the urinary bladder, and this specimen was used for de- 
termination of excreted quinine. 

Simultaneously, just before the quininium resin was 
administered, 30 minutes after the resin was given, and 
at 15-minute intervals during the remainder of the two 
hours of the test, pH determinations on specimens of 
gastric contents, obtained and treated in the manner de- 
scribed above, were made. In addition, during this proc- 
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ess, the glass syringe and micro cup were rinsed thor- 
oughly with distilled water after each gastric specimen 
was returned to the stomach, and all washings were 
pooled. To this pool were added the washings through 
and around the gastric tube after its removal from the 
stomach at the end of the two hour test period. The com 
plete washings were then acidified with 0.1N hydrochloric 
acid and the specimen treated exactly as the urine speci- 
mens in order to determine the amount of quininium ex- 
change resin or liberated quinine that might have been 
removed in our procedure to obtain the pH readings. We 
found that insignificant amounts of quinine, in the range 
of only a few micrograms, were lost to the stomach by 
the entire procedure, a loss that could have had no effect 
on the amount of quinine excreted in the urine. From each 
sample of urine, quinine was extracted by the two meth 
ods * indicated above. 
RESULTS 

Only a few tests were performed in patients with intact 
stomachs, since our results in essence duplicated those 
already reported for the quininium resin test by Segal ” 


TABLE 1.—Gastric Acidity and pH in Patients with Intact 
Stomachs and Adequate Acid Secretion 


pH 1 hr. after caffeine 


30 min. aiter resin 1.62 I 15 


45 min, alter resin ngs og Os s 
60 min. after resin 1.58 6.45 1.31 1.75 
75 min. after resin... 2.10 5.10 

90 min, alter resin 1.80 Os 1.78 1.49 
105 min. after resin 1.41 1.50 1.89 rr) 
120 min. after resin il 1.54 3.40 

Segal Miller—econtrol, meg 1. 0.0 5.R4 13.1 
Segal Miller—2 hr., meg MS 145.8 810.5 lt 
Segal Miller—true value, meg 55.2 145.8 304.7 148.0 
Flood—eontrol, meg 0.0 0.0 0.0 wo 
Flood—2 hr., meg.... 295.0 185.4 361.8 149.6 


Flood—true value, mcg 95.0 185.4 361.8 139.6 


ngs no gastrie secretion 


and by others.’ Table 1 gives representative results in 
four such patients who secreted hydrochloric acid at a 
rate that assured adequate amounts of free acid in the 
gastric contents for adequate periods as indicated by the 
range in pH of samples of these contents. In each case 
the urinary excretion of quinine determined by the Segal- 
Miller or Flood technique clearly reflected this secretion. 
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In this group, as well as in the patients listed in tables 
2 and 3, the reading of the hour control specimen of 
urine was invariably higher with the Segal-Miller extrac- 
tion method than with that obtained with the Flood ex- 


FABLE 2.—Gastric Acidity and pH in Patients with Intact 
Stomachs and Anacidity 


Case Case Case Case Case Cuse Case 
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the test dose of resin remained within the limits set for 
each of the methods for gastric anacidity. Table 3 shows 
the results of 15 studies in 13 patients after subtotal 
gastrectomy. In the patients in cases 12 and 21, two 
studies are recorded. These were obtained at 2 weeks 
and 3 months after operation in the former and at 19 and 
20 months after operation in the latter. In these, as in 
the patient with an intact stomach, when the pH of the 





5 6 7 s 9 WwW gastric contents remains above 3.5, the urinary output of 
ns ales i oe ie a ae 8 7.08 quinine during the test falls within the range of anacid 
p ir. after caffeine ngs 7.12 ngs 7.6 7.68 oa 7.32 
cidiitia: alten iaiaiie ae eee eee eee ee eee values for both methods (cases 12B, 13, 14, 16 and 17). 
45 min, after resin ngs 6.98 6.80 6.58 6.70 6.93 6.75 The low urinary excretion of quinine in each of the 
tenant ES —— = eS (6S patients in cases 15 and 18 indicates the presence of gas- 
75 min. after resin ngs 7.09 6.82 6.20 6.31 7.34 6.56 i ae Pee 7 3 
9 min, after resin 631 7.06 6.79 6.39 6.88 «7.07 6.51 tric anacidity. The results of the quininium resin test in 
106 min. efter resin ngs 7.23 662 641 685 7.11 6.61 these would not, however, adequately reflect the secretion 
120 min. after resin 6.51 7.15 6.78 6.39 6.81 7.01 6.31 : : % . : . : 
aii ~on4 us - ae 6. om on of acid by the gastric mucosa, since the change in pH in 

ea the patient in case 15 from 6.85 one hour after caffeine 
Segal Miller—2 hr., meg. 0.6 5.18 0.0 4.64 0.0 3.92 9.2 an Ge . . . "i f 
Dini. os iit tb “ne Oe Oh as administration and just before the resin was given to a 
meg. value of 3.74, 45 minutes after ingestion of the resin, indi- 
Flood—control, meg. 0.0 1.30 0.0 0.0 0.0 0.0 0.0 ° . _ ei 
Flood—2 hr., meg. 0.0 444 00 00 00 78 46 cates that not only is acid being secreted by the parietal 
Flood—true value, meg. 0.0 3.14 00 00 00 781 46 cells but that the pH of the gastric contents for at least 
* ngs = no gastric secretion. part of the test period was such as to permit peptic activ- 
TABLE 3.—Gastric Acidity and pH Measured in Patients with Subtotal Resection 
Case 12 Case 21 
cc — Case Case Case Case Case Case Case Case -——-~- — Case Case Case 
A B 13 4 15 16 17 18 19 20 A B 2? 23 m4 
err miaeaisl ata'w nie anette oe pias eek 7.31 7.98 8.01 weit 7.58 oe 6.81 6.47 6.42 a ae 
PH 1 hr. after caffeine.. aici eaen a 1.81 6.99 7.15 7.43 6.85 7.39 7.28 6.19 6.71 2.91 3.93 3.16 1.91 3.65 4.32 
30 min. after resin..... : 1.89 6.90 6.95 6.92 6.27 7Al 7.58 5.29 6.70 4.2 3.79 ngs 2.30 2.32 3.19 
45 min, after resin.... 2.17 6.19 7.30 6.68 3.74 7.21 7.39 5.12 6.50 6.80 2.79 2.52 2.50 4.51 3.11 
60 min, after resin.... 1.88 6.82 722 6.78 5.Ro ngs 6.68 4.21 6.52 2.70 2.51 6.89 2.82 2.51 3.92 
75 min. after resin... 2.19 6.91 ngs* 6.52 5.81 ngs 6.12 5.90 78 2.10 ngs 4.19 3.99 2.39 5.41 
90 min. after resin..... Paes 2.05 6.98 7.25 6.71 6.00 ngs 6.17 5.35 4.80 1.78 3.71 ngs 1.98 2,22 5.82 
105 min. after resin.... cis Bde a-aenacend 1.61 6.60 ngs 6.95 5.16 ngs 6.61 5.22 71 2.12 4.68 3.72 2.70 2.15 5.61 
120 min. after resin...... she aia eeey ei 1.74 6.70 7.11 6.76 5.00 ngs 4.81 $.59 5.61 2.52 2.78 2.31 6.48 2.89 4.62 
Segal Miller—control, meg... 0.0 1.80 «616.0 4.56 0.0 6.0 6.24 0.0 60 48 0.0 =e 0.0 0.0 11.2 
Segal Miller—2 hr., meg...... 604 11.20 9.0 5.45 5.0 12.3 17.25 3.84 11.04 12.6 26.18 9.60 90 142.8 12.24 
Segal Miller—true value, meg.. 60.4 94 0.0 0.89 5.0 6.3 11.01 3.84 5AM 7.8 26.18 6.0 9.0 142.8 1.04 
Flood—control, meg............... : 0.0 0.0 0.0 3.04 0.0 20 00 0.0 1.5 2.4 0.0 1.20 0.0 0.0 98 
Flood—2 hr., meg........ ansoash re .. 149.6 14.0 11.25 7.8 5.0 14.35 17.25 2.8 2844 49.2 98.56 25.2 57.2 184.8 59.16 
14.0 11.25 4.76 5.0 12.35 17.25 2.8 26.90 46.8 98.56 24.0 57.2 184.8 56.36 


Flood—true value, meg................. enedwenk ae 





* ngs no gastrie secretion. 


traction reagent. The two hour urine excretion of quinine, 
after the resin was administered, almost invariably yielded 
a higher reading with the Flood method than with the 
Segal-Miller technique. In the two patients (cases 4 and 
11) in whom the output of quinine was higher with the 
Segal-Miller method, the differences from those obtained 
by the Flood method were not significant. There were, 
however, cases among the patients with subtotal gastric 
resection in whom the higher values for quinine excre- 
tion obtained with the Flood method properly reflected 
the presence of free hydrochloric acid in the stomach as 
measured by the pH values (case 24). Such findings 
would indicate that there was a more complete extraction 
by the benzene reagent and not that it was merely a dif- 
ference of frame of reference for the ether and benzene 
extractions that was involved. 

Table 2 lists the results in seven patients with intact 
stomach and gastric anacidity. In each instance in this 
group, the pH of the gastric contents remained well above 
pH 3.5 throughout the test period, and in each case the 
excretion of quinine in the urine after administration of 





11. Hollander, F. J.: What Constitutes Effective Neutralization of 
Gastric Contents? Am. J. Digest. Dis. @: 127, 1939. 


ity, even though no titratable free hydrochloric acid was 
present throughout the test period. This is true also, but 
to a lesser degree, in the patient in case 18. In such cases 
the tubeless method for indicating the presence of free 
acid in the stomach would not be suitable for studying 
the physiological adequacy of the subtotal gastric resec- 
tion. The need to measure such adequacy after subtotal 
gastric resection has recently been stressed.” The ade- 
quacy can be assumed to be established for the patient 
only when the gastric contents during the entire course of 
a satisfactory fractional gastric analysis remains at pH 5 
(proteolytic neutralization point of Hollander '') or 
higher. Only then can we be reasonably certain that the 
subtotal gastric resection has been followed by a “degree 
of anacidity” that will protect the patient against the 
development of new ulcer disease. 

In the patient in case 19, the Segal-Miller method 
yielded an excretion of quinine at the anacid level (5.06 
mcg.) while the Flood technique gave results in the 
equivocal zone (26.9 mcg.). However, in the patients in 
cases 20 and 218, the results of both methods for quinine 
excretion gave false anacidity levels, since the pH values 
of the gastric contents indicated unquestionably that free 
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hydrochloric acid was present for considerable portions 
of the test period. 

The presence of titratable free hydrochloric acid in the 
gastric contents almost throughout the entire test period 
in the patients in cases 12A and 23 as indicated by the 
pH values obtained, is also shown in the values for 
quinine excretion obtained by both methods. In the pa- 
tient in case 24, in whom pH values of the gastric con- 
tents reached the low points of 3.11 and 3.19, indicating 
the presence of some titratable free acid for at least part 
of the test period, the quinine excretion determined by 
the Segal-Miller method (1.04 mcg.) yielded a false an- 
acidity value, while the result of the Flood technique 
(56.36 mcg.) properly reflected the secretion of acid. 
In the patient in case 21A the Flood technique disclosed 
the presence of free hydrochloric acid; Segal-Miller ex- 
traction gave a reading just above the equivocal zone. 

It would appear from our study of the quininium resin 
test in the patient with a subtotal gastrectomy in relation 
to the pH values in the residual gastric pouch obtained 
during the period of the test that, in addition to the pH 
of the gastric contents, there is a time factor of exposure 
as well that is important in effecting a release of adequate 
amount of quinine from the resin. This is suggested by 
the results in several of the patients. Thus, in the patient 
in case 22, both methods of extraction yielded results in- 
dicating the presence of free acid in the stomach. How- 
ever, the urinary excretion of quinine measured by each 
method is much lower than that which would be expected 
from the pH values obtained. (Compare case 12 with 
those in table 1). A similar conclusion may be drawn 
from the results in the patient in case 24. Rapid emptying 
of the administered resin from the gastric pouch is be- 
lieved to be responsible for cutting down the time of ex- 
posure of the resin to the hydrochloric acid secreted in 
such a pouch, and this leads to the false anacidity results 
that we have encountered. Conway and Meikle '’” in 
1953 reported one patient with a false anacidity result 
after subtotal gastrectomy. 

The data in table 3 especially emphasize the superiority 
of the benzene over the ether extraction of the quinine 
from the urine, and the differences in the results obtained 
on the control specimens of urine by the two methods 
also indicate the greater specificity of the benzene for the 
extraction. The results of our studies of the quininium 
cation exchange resin test in the patient after subtotal 
gastric resection indicate that this test is not suitable for 
use in such patients. These results would make us differ 
somewhat with the conclusion recently reached by Pol- 
lard, Carballo, and Bolt.'** These investigators found this 
test “of extreme value in patients with partial gastrecto- 
mies . . . because of the unreliability of the gastric tube 
method in these cases.” Such an unreliability, we believe, 
would apply only if in doing a fractional gastric analysis 
in a patient who has had a subtotal gastrectomy one at- 
tempts to obtain at each extraction the amount of gastric 
contents usually required for titration of acid. It would 
not occur if only extractions sufficient for pH determina- 
tion with the micro technique are sought. 

Certain other features connected with the quininium 
resin test deserve comment. Segal ° as well as Malach and 
Banks ! report an occasional patient in whom the tube- 
less method indicated the presence of free gastric hydro- 


GASTRIC ACIDITY DETERMINATION—SHAY ET AL. 227 


chloric acid, but when the results were checked with the 
tube method, no free acid was found. An error in this 
direction does not necessarily have to rest on the qui- 
ninium resin test, for other contributory factors could be 
present. Thus if in patients in whom such an error oc- 
curred, a low rate of gastric secretion were present and 
if intubation was being done for the first time, especially 
in an emotionally labile person, depression of secretion 
could occur to yield an anacidity on that day. Such ap- 
parent errors could have been avoided if pH determina- 
tions and urinary excretion of quinine were made during 
the same test. Furthermore, barring such an event, if free 
gastric acidity is low, even well-trained technicians can 
misread the end point for Topfer’s reagent when the gas- 
tic juice has a pH even down to 3.0 or less. 

However, the indication of the presence of anacidity 
by the quininium resin test and the finding of titratable 
fiee hydrochloric acid by the tube method presents a 
more serious error, since it implies that factors other than 
the pH of the gastric contents can play an important part 
in the result obtained with the resin test. We have indi- 
cated, from our data in patients who have had subtotal 
gastric resection, that the rate of gastric emptying may 
be one such factor. It is possible that rapid gastric empty- 
ing of the intact stomach may also produce a similar 
result. Malach and Banks ' report two patients with 
duodenal ulcer in whom the resin test indicated an an- 
acidity but the tube method showed free hydrochloric 
acid. Since in uncomplicated duodenal ulcer rapid gastric 
emptying may occur, it is quite possible that this same 
mechanism was responsible for the erroneous result of 
the resin test in these two patients. One wonders, too, 
whether altered intestinal absorption of quinine or its 
excretion by the kidney ever plays a part in producing 
such errors. In any case, the fact that false anacidity 
values can be obtained with the resin test implies that 
the pH of the gastric contents is not the sole determining 
factor in the urinary excretion of quinine during this test. 


SUMMARY AND CONCLUSIONS 


The results of our studies in patients after subtotal 
gastric resection indicate that the tubeless method for de- 
termining the presence of free gastric hydrochloric acid 
in the remaining gastric pouch is not suitable for these 
patients. The reason for this probably rests in the too 
rapid.emptying of the quininium resin that may occur 
from the remaining gastric pouch. Since a certain time of 
exposure to a proper pH appears to be necessary for an 
adequate exchange of the quinine by the H* ions to occur, 
the rapid emptying can result in the method yielding false 
anacidity values. With the Segal-Miller test the “degree 
of anacidity” cannot be established, and an exact defini- 
tion is essential in studying the gastric acid secretory re- 
sponse after subtotal gastric resection for gastric or duo- 
denal ulcer. The benzene-sulfuric acid extraction of the 
quinine excreted in the urine is superior to the ether-sul- 
furic acid method. From the results obtained in the con- 
trol specimens of urine, the benzene-sulfuric method is 
probably also more specific. We feel the determination of 
pH of the gastric contents during an adequate fractional 
gastric analysis is the best method for studying gastric 
acidity after subtotal gastric resection. 


3400 N. Broad St. (40) (Dr. Shay). 
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Accidents of all types are now the leading cause of 
mortality and one of the leading causes of morbidity in 
children under 10 years of age.' In fact, accidents are 
responsible for one-third of all the deaths occurring in 
children in this age group. The American Academy 
of Pediatrics has taken cognizance of these grim facts 
by instituting a committee for the prevention of accidents. 
The current chairman of this committee is Dr. George 
Wheatley, a pediatrician who is a vice-president of the 
Metropolitan Life Insurance Company. The facts pre- 
sented at a seminar held in October, 1952, at an academy 
meeting * inspired one of us (W. W. H.) to introduce a 
similar program into our community.* Although we did 
not expect the movement to spring into complete being 
as Pallas Aihene sprang full panoplied from the brain 
of Zeus, we were hardly prepared for the obstructions 
the program encountered. We launched our efforts in this 
program with the feeling that accidents are akin to sin 
and that everyone would be “agin” them. The opposition 
that our efforts received and the quarters fiom which this 
opposition emerged offered us at least a modicum of 
surprise. 

Our modus operandi was as follows: We first gathered 
into a small group pediatricians representing all geo- 
graphical sections of our county, and representatives 
from local health departments, the United States Public 
Health Service, and the major groups of nurses engaged 
in public health work. A public-spirited attorney acted 
as secretary of the group. After this nucleus had met 
several times, their thinking had been crystallized and 
their ideas channeled into definite plans for a coordinated 
and effective community-wide program. As a result of 
these conferences a public meeting was called at a large 
community health center for the purpose of launching 
the program in the community. Leaders of official and 
volunteer agencies were invited, including the health 
commissioners of the major political subdivisions; the 
coroner of the county; representatives from the board of 
education, the safety council, the public health nursing 
groups, the university department of pediatrics, and the 
parent-teacher organizations; members of the press, 
radio, and television; and numbers of public-spirited 
citizens. At this meeting we presented our ideas, includ- 
ing a brief historical review of the movement, the scope 
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of the problem in our own county, a plan of approach 
to the difficulties, and our own enthusiasm for the ameli- 
oration of an increasingly important health situation. 


PRELIMINARY STEPS 


We stated that our first objective was to collect statis- 
tics to determine the number of accidents occurring per 
year that involved children, the kinds of accidents, and, 
if possible, the effect of age, sex, season, and living con- 
ditions on the various types of accidents. Then, with this 
introduction, we sat back to wait for the anticipated 
approval and offers of cooperation. The first comments 
were mildly critical, but soon a rising crescendo of oppo- 
sition engulfed us. One of the health officers stated that 
there was no need to collect any further statistics since 
he already had all the data that were necessary. The only 
statistics he had, however, were those collected by the 
police, and they recorded only accidents that were fatal, 
those that involved motor vehicles, those that happened 
on public property, and those that might involve some 
criminal implication. Except for these limited figures no 
one knew anything about the number or type of accidents 
that involved the children of our community. 

Representatives of the safety council stated and rec- 
ognized that their home safety program was not partic- 
ularly oriented to the prevention of accidents in children 
and that almost nothing had been done in working for 
accident prevention in the preschool child. Another 
health official stated that the idea of accident prevention 
was old and would be hard to “sell” to the public. We 
will show later in this paper that this idea, far from being 
“old,” is new, vital, and dynamic. When carried on to 
its full fruition it not only will decrease accidents but 
will improve almost every facet of child-parent relation- 
ship—the very essence of pediatrics and in every sense 
the foundation structure of our civilization. 


The group concluded that the program was worthy, 
that it had merit, and that it could best function under 
the aegis of an organization such as the Safety Council 
of Greater Cleveland. We also approached the Academy 
of Medicine with the idea of working as a committee of 
the academy. The academy wished to incorporate our 
group into their health education committee, but we felt 
that this might submerge our identity and threaten our 
autonomy. After numerous conferences a compromise 
was reached by which we were made a special committee 
of the academy and also a section of the safety council. 
Thus we became a part of both organizations and re- 
ceived recognition and aid from both. 

We were now ready to begin our real work; our first 
efforts were to define the problem and outline the scope 
of the accident hazard by collecting statistics. We ap- 
proached 18 hospitals in Greater Cleveland, and 11 
cooperated by keeping records in their emergency rooms 
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of the number of accidents involving children under 14 
years of age. The statistics obtained in one short year 
presented many interesting possibilities in that their final 
analysis may point to definite patterns in the accident 
picture as regards sex, age, economic level, and season. 
it is our purpose here to mention only gross figures. The 
total estimated number of accidents involving children 
was 35,000 per year. The Greater Cleveland Hospital 
Council collected similar figures on the total accident 
picture, involving children and adults. The total numbers 
might be termed astronomical; only those accidents 
severe enough to require hospital admission of the vic- 
tim required the equivalent of a 400-bed hospital occu- 
pied to capacity every day of the year. If one were able 
to ignore the human anguish involved, just the economic 
difliculties of these accidents point to this as a community 
problem of the first magnitude. 

Our statistical survey showed that 60% of all acci- 
dents occurred in the home; that 67% of all accidents 
were due to falls producing fractures, lacerations, and 
bruises, 4% to the ingestion of poison, 5% to ingestion 
of foreign bodies, 5% to dog bites, 5.5% to auto acci- 
dents, and 3.5% to bicycles and skates; that 65% oc- 
curred in males and 35% in females; that 93% of 
accidents in children less than | year old occurred in the 
home, 76% in children | year to 5 years old, and 41% 
in children 6 to 14 years old; and that 44% of all acci- 
dents occurred during May, June, July, and August. We 
used these figures to spur local pride in the spirit of 
competition to reduce accidents and to institute com- 
munity-wide measures for accident prevention. 


EDUCATION AND PUBLICITY 


The second point in our program to help prevent 
accidents in children involved the use of the resources 
of the public health nursing program. Public health 
nurses make an average of 150,000 home visits per year. 
hey instituted as part of their routine health suggestions 
some practical ideas on accident prevention. A discussion 
on accident prevention was also made part of the pre- 
natal classes. Mothers-to-be were urged not to leave their 
infants unattended on bathing tables, to be sure that all 
safety pins were closed and out of reach, and to avoid 
using sharp-cornered or hard metal objects such as tal- 
cum powder boxes as toys. They were given many other 
instructions that would help to prevent the commonest 
accidents that involve infants. 

The third point in our program was the establishment 
of a speakers’ bureau. A group of interested and qualified 
persons, including physicians, nurses, and public health 
educators, made themselves available for talks on safety 
to many groups, principally the various parent-teachers 
associations. 

As a fourth point we attempted by every means at our 
disposal to promote public safety in the press and on the 
radio and television. We made an effort to suggest and 
influence legislation on matters concerned with child 
safety. We called municipal legislators and initiated and 
lobbied for ordinances such as those requiring the com- 
pulsory removal of unused iceboxes. 

It is worth while to summarize the projects of a public 
nature that were initiated by this small group. This list 
is evidence that a group with interest and determination 
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can accomplish much in effective public education. The 
committee had no full-time or paid personnel. Everything 
was accomplished after the discharge of the regular 
duties of the members, and each committee worker had 
extensive private responsibilities. 

Programs and Exhibits—Dr. George Wheatley was 
the main speaker at one of our local hospitals in a pro- 
gram devoted to child safety. While in the city Dr. Wheat- 
ley gave recorded interviews on television and on radio 
news programs. He received good press coverage, with 
special articles by the feature writers who routinely write 
columns on child care. The Health Museum of Cleveland, 
the outstanding health education project of its type in the 
world, presented a fine exhibit borrowed from Duke 
University and held an institute and seminar on this sub- 
ject. The Safety Council of Ohio had a three day meeting 
in the community, and the pediatricians presented a pro- 
gram for one morning that covered every phase of the 
child safety program. Three to four lectures a month were 
given’ by physicians to groups of parents. The radio sta- 
tion operated by the Cleveland Board of Education 
inaugurated a program dealing with child safety at school 
and in the home; it is heard several times during the 
semester by children from 6 to 10 years of age. 

Printed Material_—The newspapers have given con- 
tinuous publicity in the interest of accident prevention 
Various types of poisoning—particularly aspirin, lead. 
and phenobarbital intoxication—were given widespread 
coverage. This was quite effective, judging by the numbei 
of calls received by private physicians from their patients 
after these articles appeared. Pharmaceutical companies 
and drug trade associations agreed to budget part of their 
advertising funds to publicity promoting the cause of 
child safety. A public utility company eagerly agreed to 
include a short article on safety in a booklet that it mails 
to its customers every month. The mail from this company 
goes to one and a half million addresses each month 
along with its statements. This is one of those rare 
arrangements whereby everyone benefits with no addi- 
tional cost to anyone. 

Talks with Private Patients.—Perhaps our most im- 
portant effort was to attempt to inculcate on our private 
patients in our own offices a good pediatric approach to 
accident control in the manner outlined by Dr. Harry 
Dietrich of the University of Southern California. We 
accepted and taught the idea that accident prevention 
in children, like good manners, is a form of behavior, and 
as such can become so ingrained that it is a part of the 
child’s nature. He then conducts himself all through his 
life with a minimum of risk, effortlessly and naturally.’ 

BENEFITS 

We demonstrated to our patients that a good approach 
to accident control in childhood returns benefits not only 
in a reduced accident rate but in improvement of many 
facets of child-parent relationship. When a child learns 
that his parents’ love and affection will not permit him 
to do any truly injurious act, he becomes more convinced 
of that love than by any other parental act. The knowl- 
edge he acquires from their educational efforts augments 
his self-confidence so that, if the whole idea is intelli- 
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gently and quietly applied, his sense of security becomes 
deeply rooted.‘ 

The most difficult part of the program is to evaluate 
in any exact manner the benefits resulting from the whole 
program. It is probably impossible to say that the acci- 
dent rate is truly reduced, principally because one is 
always dealing with a new generation of parents. The 
effort must be continuous and enduring and always aimed 
at a new group. Perhaps we can best express our own 
feelings by quoting President Woodrow Wilson. When 
someone in his presence deprecated religion as a moral 
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force amongst men because of the many amoral influ- 
ences readily observed in the actions of human beings, 
he countered by saying, “But think how bad things might 
be without the moral restraint of any religion at all.” 


10300 Carnegie Ave. (6) (Dr. Fried). 
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THE OPTIMAL DOSE OF MORPHINE 


Louis Lasagna, M.D. 
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The optimal dose of a drug may be defined as that 
dose that provides the desired therapeutic effects with 
a minimum of undesirable side-effects. The ease and 
safety with which a drug is administered is frequently 
related to the precision with which one can define an 
optimal dose for a majority of patients requiring the 
drug. In regard to morphine specifically, there are im- 
portant reasons why its optimal dose should be carefully 
defined. First, it is usually employed in the treatment 
of acute pain when there is a premium on rapid and ef- 
fective relief and little opportunity for leisurely trial and 
error individualization. Second, morphine can produce 
unpleasant and even dangerous side-effects, so that the 
flexibility in dosage is not as great as is permissible with 
a drug like penicillin, for example. Third, in regard to 
the risk of addiction, the view has been expressed that 
the use of minimal effective doses of morphine reduces 
the incidence of euphoria,’ and evidence has been pre- 
sented that the development of physical dependence is 
directly related to the size of the dose administered.° 
Fourth, it is customary for investigators to compare old 
and new analgesics with morphine as a standard of 
reference; the optimal dose of the latter drug is par- 
ticularly appropriate as such a standard. 

In a study in man of the pain-relieving power of mor- 
phine, Denton and Beecher * reported that the dose- 
effectiveness curve broke sharply at 7 to 9 mg. (of sul- 
fate) per 70 kg. of body weight, and that double this 
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amount provided no further significant increase in anal- 
gesia. Since this original report, the clinical evaluation 
of analgesic agents in this laboratory has continued, with 
improvements in patient selection and evaluation of pain 
relief. Attention during the past five years has been con- 
centrated primarily on steady wound pain, rather than 
on all types of postoperative discomfort, and on major 
surgery involving body cavities and extremities, rather 
than on the greater variety of operative procedures first 
utilized. In a paper published four years ago, Keats, 
Beecher, and Mosteller * found that 15 mg. of morphine 
provided 83.3% pain relief as compared with 73.8% re- 
licf following administration of 10 mg. of morphine. The 
practical importance of the dose-effect problem is such 
that it seemed to be worth restudying with our more 
sharply defined technique. The average pain relief from 
10 mg. of morphine is at present 65%. This decrease 
from the 90% relief reported in the earlier paper * is 
due presumably to a severer average pain in the patients 
now chosen for study. The 65% average success rate of 
10 mg. of morphine appeared to afford greater oppor- 
tunity for demonstrating any increased effectiveness of 
the 15 mg. dose than did the original 90% rate. The 
present report is concerned not only with the analgesic 
effectiveness of these two frequently employed clinical 
doses but also with their side-action liability, an essential 
consideration in determining the dosage of any drug. 


METHODS AND RESULTS 

Incidence of Pain Relief.—Patients from the general 
surgical, orthopedic, urologic, and gynecologic wards 
were studied postoperatively in regard to pain relief from 
10 and 15 mg. doses of the phosphate salt or morphine 
per 70 kg. of body weight. For brevity, “morphine” will 
be used throughout the paper instead of morphine phos- 
phate. The weights always refer to the salt. All doses were 
given subcutaneously. These doses were alternated in 
each patient, and the order of administration was alter- 
nated from patient to patient. The drugs were given by 
code, and evaluation of pain relief was made by tech- 
nicians unaware of the nature of the medication, accord- 
ing to the principles described in earlier papers.’ Only 
“paired data” were employed for comparison of pain- 
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relieving power, i. e., doses of 10 and 15 mg. adminis- 
tered to the same patient as successive medication for the 
same type of pain. If a patient received more than one 
pair of doses, he was given an “average” pain relief score 
for each drug. (For example, if patient A received only 
one dose each of drugs X and Y, and both doses were 
effective, each drug was recorded as having provided 
100% relief. If patient B received two doses each of 
drugs X and Y, and only one of the X doses but both Y 
doses were effective, the drugs were given 50% and 
100% scores, respectively.) Two groups of patients were 
studied, about one year apart. In the first group, 66 pa- 
tients, the average per cent relief of pain of those receiv- 
ing 10 mg. and 15 mg. doses of morphine was 65.8 and 
76.8, respectively. The average per cent relief of pain in 
the second group, 56 patients, receiving the same doses, 
was 69.3 and 78.7, respectively. In the statistical evalu- 
ation of these correlated data, the difference in analgesic 
effectiveness between the two dose levels for each group 
of patients is not significant at the 5% level, but pooling 
the data from both groups yields significance. 

A further analysis of pain relief was possible in the 
case of 171 doses of 10 mg. and 175 doses of 15 mg. of 
morphine. The average figures refer to the incidence of 
significant pain relief. This criterion is arbitrarily defined 
as 50% or more relief of pain at 45 and 90 minutes after 
medication. This standard might theoretically mask, in 
part, a superior performance by a drug that more fre- 
quently provided complete relief or less frequently failed 
to provide any relief. The 346 doses referred to gave 
information on this point since records were kept as to 
whether pain relief was complete, moderate (50% or 
more but less than complete), slight (less than 50% but 
more than 0), or completely lacking. These data, ob- 
tained in 105 patients, are presented in table 1 (the 
checks refer to the evaluations made at the 45 and 90 
minute intervals). Here the trend is again in favor of the 
larger dose, with 15 mg. doses producing complete relief 
at one or both checks (categories VI and VII) slightly 
more frequently than do 10 mg. doses. There is no par- 
ticular suggestion that the 15 mg. dose fails to provide 
any relief any less frequently than does the 10 mg. dose. 


Duration of Pain Relief—A second important con- 
sideration in the measurement of analgesia is the dura- 
tion of pain relief after a dose of an analgesic agent. This 
was evaluated by calculating the time that elapsed be- 
tween administration of one dose of morphine and the 
next dose. No dose was considered that was not followed 
by a return of pain great enough to require a narcotic. 
The return of pain is probably modified by the hypnotic 
as well as the analgesic effect of morphine. In addition, 
the return of pain is only one factor determining the 
dosage interval, others include the relative thresholds of 
various patients for requesting medication, the opinion 
of the nurse on duty as to when a patient needs medica- 
tion (the orders were written so that patients could re- 
ceive medication every two hours, if necessary), and 
the delays involved when a busy nursing staff has a large 
number of patients requiring attention at the same time. 
With large enough groups and with each patient serving 
as his own control, however, it seems reasonable to sup- 
pose that many of these other factors will cancel out and 
that the return of pain will be a primary determinant. 
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An average duration for 10 mg. and for 15 mg. of 
morphine was derived for each patient who received at 
least one dose of each. Thus all 15 mg. doses received by 
a patient for steady wound pain provided one mean and 
all similar 10 mg. doses provided a second mean. The 
difference between these means was determined for each 
patient. The differences for all the patients in each of the 
two groups studied were then subjected to a rank test 
for paired replicates.° With 10 and 15 mg. doses of mor- 
phine, the mean duration of analgesia experienced by a 
group of 48 patients was 422 + 47 minutes and 523 
46 minutes respectively. In a group of 51 patients receiv- 
ing the same doses, the duration of analgesia was 441 = 
25 minutes and 468 + 38 minutes respectively. In the 
first group, the duration of pain relief was significantly 
greater (at the 2% level) after the 15 mg. doses than 
after the 10 mg. doses. The second group did not show 
a significant difference between the two doses, even when 
analyzed by a conventional “‘t” test for correlated data. 


Toxic Effects.—Ten healthy male volunteers between 
21 and 35 years of age were studied for the incidence of 
side-reactions, including respiratory depression, after 


TABLE 1.—Pain Relief Patterns After Morphine Administration 





Total No. of Doses Producing 

Dose of No. Various Responses * 

Morphine, of c-— -—— ~ 
Mg. Doses I Il Ill lV V VI Vil 
10 171 7 3 25 15 70 18 33 
15 175 6 2 15 13 6s 27 44 

*1 No relief at either check. 

II No relief at one check; slight relief at one check. 

III Slight relief at both checks 

IV Slight relief at one check; moderate relief at one check 

V Moderate relief at both checks. 

VI Moderate relief at one check; complete relief at one check. 


VII Complete relief at both checks. 


administration of 10 mg. and 15 mg. of morphine. These 
two doses and a placebo, identified by code letter only, 
were administered subcutaneously to each subject in ran- 
dom order. At least three days elapsed between each ex- 
periment. Each subject reported early in the morning, 
having omitted breakfast. After a rest period of 30 
minutes, he breathed through a mouthpiece (the nose was 
occluded with a clip) for three to five minutes to be- 
come accustomed to the apparatus. The average respira- 
tory rate and minute volume over a three minute period 
were then measured, the latter by passing the inspired air 
through a dry-test flow meter. (Such measurements were 
shown to check well against those obtained with a Bene- 
dict-Roth apparatus.) Measurements were first made 
while the subject breathed room air. He then inspired 

% carbon dioxide for nine minutes. Measurements of 
respiratory rate and minute volume (similar to those for 
room air) were obtained during the last three minutes. 
After these control readings, the medicament was in- 
jected, and similar measurements were made at 30, 60, 
120, 180, 240, and 300 minutes after injection of medi- 
cation. The subjects were required to walk for two min- 
utes after each period of measurement and were then 
given questionnaires to fill out. These questionnaires 
were designed to elicit the major subjective side-effects 
produced by morphine, as determined by previous 
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studies in this and other laboratories. Except for short 
periods of walking, subjects sat quietly in easy chairs for 
the entire period of observation. They were allowed to 
read but were not permitted to smoke or sleep. The res- 
piratory rate showed no significant change after adminis- 
tration of the drugs. The result on respiratory minute 
volume for room air and carbon dioxide were, in general, 
parallel. The magnitude of change and the consistency 
of results, however, were greater in the carbon dioxide 
data. The latter will therefore be described and discussed. 
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Respiratory depression caused by two doses of morphine and a placebo. 


The average depression caused by the two doses of 
morphine and the placebo is shown in the figure. The 
ordinate shows minute volume of respiration in terms 
of the percentage of preinjection volume, arbitrarily 
called 100%. Total respiratory depression for the five 
hours of observation, measured by the area between the 
curve for a particular experiment and the 100% line, 
was analyzed. A chi square test (rapid method of Fried- 
man‘) was run on all the data to determine whether a 
significant difference existed between the three treatments 
(placebo, 10 mg. of morphine, and 15 mg. of morphine). 
This yielded significance, so the rank method for 
paired replicates used above in the analysis of duration 
of analgesia was used to compare pairs of treatments. 
There was a significant difference in effect on respiratory 
minute volume between placebo and either dose of mor- 
phine. Although the average values for all points on the 
15 mg. curve are lower than on those for 10 mg., the 
difference between the two doses is not statistically sig- 
nificant. 

The incidence of toxicity in the 10 subjects was higher 
for most symptoms in the case of the 15 mg. dose 
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(table 2). By the rank test described above, a compari- 
son of the two doses showed a significant difference, at 
the 5% level, in incidence of side-effects per person. 


The findings described suggest that when one is deal- 
ing with patients in severe pain after operation, the use 
of 15 mg. of morphine will provide a slightly highe 
average success rate than will 10 mg., and the average 
duration of analgesia will tend to be somewhat longer 
with the larger dose. On the other hand, the use of the 
larger dose is associated (at least in our healthy sub- 
jects) with a higher incidence of undesirable side-effects 


COMPARISON WITH OTHER STUDIES 

With these results in mind, it seemed appropriate to 
survey the literature for other evidence bearing on the 
problem of the optimal dose of morphine. The excellent 
agreement of the analgesic data in two groups of patients 
studied almost a year apart, and the previous finding of 
Keats, Beecher, and Mosteller* that 15 mg. of mor- 
phine provided about a 10% increase in analgesic ef- 
fectiveness over that of 10 mg. of morphine are reassur- 
ing as to the reproducibility of the results in our own 
laboratory. Nevertheless, the experience of one group 
of investigators studying certain types of patients with 
one particular analgesimetric technique is useful in di- 
dect proportion to the transferability of their data to 
other situations and other techniques. 

Cullen and Gross * have reported on the treatment of 
postoperative pain in 338 patients subjected to a great 
variety of surgical procedures. Of this group, 251 re- 
ceived 10 mg. doses of morphine, and 87 received 5 mg. 
doses. Nienty per cent of the patients received satisfactory 
relief, a figure remarkably similar to the 93 to 94% orig- 
inally reported by Denton and Beecher * in a similar set 
of patients. Gaensler * found that 10 mg. of morphine, 


TABLE 2.—Side-Effects of Morphine in Ten Subjects 
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given subcutaneously, was the most effective of seven 
analgesic drugs in increasing the pain threshold to ex- 
perimental distention of the common bile duct in patients 
convalescing from biliary surgery. Lee,’® studying 776 
patients on the medical, surgical, and emergency wards 
of a large general hospital, described 10 mg. of morphine 
as the usual minimal clinical analgesic dose. Similar 
findings were described by Lee for patients with terminal 
cancer in the absence of previous narcotic experience. 
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Houde and Wallenstein '' have measured the results ob- 
tained with 10 mg. of morphine in patients suffering from 
the pain of malignant disease, using both the 50% or 
more pain relief technique used in our laboratory and 
their own method for evaluating analgesia, which relies 
on subjective estimates of severity of pain at intervals 
after medication, without reference (by the patient) to 
the premedication level of pain. Their data reveal excel- 
lent agreement between the two criteria for assessing pain 
relief. 

Thus the results obtained by different investigators, in 
patients suffering from pain of various causes and evalu- 
ated by different criteria, suggest that a majority of the 
patients who receive morphine will be satisfactorily 
treated with 10 mg. doses of this drug. It must be empha- 
sized that one will not obtain 90% success rates if one 
focuses on the patients with severe grades of pain. Indeed, 
the results of the present report indicate that only two- 
thirds of the patients with severe pain will receive rapid 
and satisfactory relief from 10 mg. of morphine. All but 
a few patients will receive some relief from this dose, 
however, and increasing the dose to 15 mg. of morphine 
will not solve the therapeutic problem for such patienis 
(20% or more, in our hands, are not adequately re- 
lieved). A reasonable approach would therefore seem to 
be to try 10 mg. doses (per 70 kg. of body weight) in 
most patients, reserving larger doses for those situations 
in which 10 mg. doses of morphine are found ineffective. 
There is a need for reliable prognostic data on specific 
pain situations in which larger doses of morphine or pos- 
sibly other narcotics might be indicated from the outset. 
Cullen and Gross * have suggested from their data that 
types of postoperative pain may differ in their response 
to different narcotics, according to the region of the 
body involved. In our laboratory, we have observed a 
tendency for the first 10 mg. (postoperative) dose of 
morphine to be less effective than subsequent doses by 
as much as 35%, whereas the differential for 15 mg. 
doses is about one-half this. This decreased early effec- 
tiveness of morphine appears to be due to a greater 
severity of pain in the early postoperative period. It 
might possibly be due to a need for priming doses and 
the establishment of certain blood levels; however, these 
patients have in most cases had a preanesthetic dose of 
morphine. This might be considered a priming dose. 
Obviously there is a need for information on the details 
of pain relief from narcotics in specific clinical situations, 
but the over-all picture is one of reliable performance in 
a majority of instances from 10 mg. doses of morphine. 

An additional reason for using smaller doses of mor- 
phine is the fact that increased toxicity results from 
larger doses. Our own small group of healthy subjects 
indicates a significant increase of unpleasant side-reac- 
tions in the specific test situation as one increases the 
dose from 10 mg. to 15 mg. Comroe and Dripps,’” in a 
study of healthy volunteers, found side-effects to be more 
frequent in those subjects receiving 15 mg. of morphine 
than in those receiving 8 mg., with a further increase in 
toxicity from doses of 20 mg. In 20 healthy volunteers in 
our laboratory (unpublished data), the incidence of the 
following side-effects after 8 mg. and 15 mg. doses of 
morphine was compared: headache, nausea, itchiness, 
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warmth, dry mouth, dizziness, ataxia, sleepiness, and 
shakiness. The mean number of side-effects per person 
(plus or minus the standard error of the mean) was 6.8 
+ 0.4 for the 15 mg. group and 3.4 + 0.9 for the 8 mg. 
group, a significant difference. In the paper of Denton 
and Beecher,* 57 similar subjects were studied. About 
one-half of the group received 10 mg. of morphine, the 
other half, 15 mg.; both groups received a placebo. No 
significant difference was observed between the placebo 
data in the two groups with respect to 12 major side- 
effects. After administration of morphine, however, a 
significant difference between the two groups was ob- 
served for six of these side-effects; anorexia, nausea, 
vomiting, difficulty in focusing the eyes, fatigue, and 
pallor. For each of these side-effects, the incidence was 
higher with the 15 mg. dose. 

That some of the side-effects of morphine are not only 
unpleasant to a patient but also detrimental to his well- 
being (for example, anorexia, nausea, vomiting, and res- 
piratory depression ) is certainly true. How close a paral- 
lelism exists between the incidence of such effects in 
healthy young males and in sick persons is less certain. 
It is generally agreed that the recumbent position is less 
likely to bring on some of these effects (such as nausea ) 
than is the ambulatory state. Yet, Lee and Pfeiffer 
found that 7 out of 10 volunteer subjects who received 
20 mg. of morphine and who “. . . remained in a supine 
position throughout the experiment to decrease the inci- 
dence of nausea and vomiting . . .” spontaneously stated 
that they were nauseated, and 5 vomited. Nausea or vom- 
iting after administration of morphine has been reported 
in 43 % of 103 bed patients by Steele,‘ in 27% of 105 pa- 
tients by Narodick and Steele,'® in 7% of 200 patients 
by Comroe and Dripps ** and in 3.5% of 776 patients 
by Lee.'® The incidence of morphine toxicity in the pa- 
tients in the analgesic studies of this laboratory is almost 
impossible to determine because of the numerous varia- 
bles involved (anesthesia, surgery, etc.). In the absence 
of data to the contrary, however, it is assumed that side- 
action liability from various doses of morphine in normal 
subjects probably parallels, in rough fashion, side-action 
liability in patients. 


COMMENT 


Our data are similar to those obtained by other work- 
ers in showing a clear-cut difference between the effects 
of a placebo and morphine. Loeschcke and associates *° 
have stressed the importance of using 4 to 6% carbon 
dioxide to bring out significant differences. Keats and 
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Beecher "’ also found the difference between placebo and 
morphine more striking with 5% carbon dioxide inhala- 
tion than with inhalation of room air. A partial explana- 
tion for this fact is that the depression of the respiratory 
center is manifested first by a decrease in its reserve, as 
measured by its ability to respond maximally to the driv- 
ing force of an increased pressure of carbon dioxide in 
the arterial blood. A second factor of importance, demon- 
strated by Loeschcke and associates '° is the increase in 
alveolar and arterial pressure of carbon dioxide that oc- 
curs after a dose of morphine. This acts in a compensa- 
tory fashion by increasing the stimulus to the respiratory 
center and thus masking the effect of the drug in patients 
breathing room air. A third possibility comes to mind, 
however. Ordinary respiration is subject to a certain 
amount of voluntary control. The greater variability in 
respiratory rate and minute volume between subjects 
when breathing room air than between the same subjects 
breathing 5% carbon dioxide '’ suggests that the use of 
a powerful involuntary respiratory stimulus may override 
voluntary factors and thus reduce the variance due to 
nondrug factors. 

Because of simplicity of measurement, it is customary 
in many laboratories to report respiratory minute volume 
in such studies, although effective alveolar ventilation 
is actually the information desired. The use of respiratory 
minute volume rather than effective alveolar ventilation 
seems partially justified by the failure to find significant 
changes in respiratory rate after administration of mor- 
phine in the doses used. Although this lends support to 
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the use of this parameter as a valid index of respiratory 
depression, the technique may lead to an underestimation 
of the depressant effects of morphine. If the dead space 
does not change significantly, the per cent decrement in 
effective alveolar ventilation would be even greater than 
the decrement in respiratory minute volume, since the 
percentage of this volume contributed by dead space 
would be greater after administration of morphine than 
after administration of a placebo. 
SUMMARY AND CONCLUSIONS 

A study cf pain relief in 122 patients after operation 
revealed only slight increase in potency and duration of 
analgesia of morphine when the dose was raised from 
10 to 15 mg. The side-action liability and respiratory 
effects of these two doses were studied in 10 healthy vo!- 
unteers. In this latter group, a trend was observed toward 
greater respiratory depression with the larger dose, 
and a significantly higher incidence of troublesome side- 
effects was recorded. A review of the literature indicates 
that 15 mg. doses of morphine are probably unnecessary 
to relieve pain in the majority of patients receiving this 
drug and are apparently more productive of undesirable 
side-effects than 8 to 10 mg. doses. In view of these 
findings the routine use of 15 mg. seems unwarranted. 
The optimal dose appears to be 10 mg. per 70 kg. of body 
weight. 
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HAZARDOUS EXPOSURE TO SOME SO-CALLED SAFE SOLVENTS 


James P. Hughes, M.D., Cincinnati 


There is scarcely an industrial plant or a business that 
does not use some solvents. The kinds and the quantities 
vary from the can of type cleaner in the secretary’s desk 
to tank car loads of less familiar substances used as de- 
greasing agents in the metal trades or as vehicles in the 
manufacture of chemicals. There are hazards in the han- 
dling of all solvents because of their appreciable volatility. 
Some danger may be recognized by the user, but flam- 
mability and explosiveness are more likely to be consid- 
ered than physiological action. 

The selection of a solvent for a specific purpose de- 
pends on technological factors, such as required action, 
volatility, handling practice (including vapor recovery), 
the tendency of the substance to leave a residual film on 
metal surfaces, cost, and availability. The safety aspect 
may be introduced as a last consideration but, perhaps, 
only in terms of risk of fire or explosion. The final choice 
usually is a compromise. While none of the criteria for 
selection can be ignored, only rarely is it possible to meet 
all of the demands made. The purchasing agent may sug- 
gest a low cost petroleum distillate, the fire chief may 
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want carbon tetrachloride, and the safety engineer may 
propose a new preparation of dubious composition 
labeled “Safety Solvent—Nontoxic.” No one will be 
completely satisfied, and the industrial hygiene adviser 
may be least satisfied of all. A situation threatening to 
health now may arise. One solvent may be accepted with- 
out question as being “safe” from the point of view of 
toxicity and then handled quite carelessly; another, rec- 
ognized as being relatively toxic and requiring some 
control measures may be inadequately controlled. 
Trouble can occur in either of these situations as sug- 
gested by some recently observed episodes. 


PULMONARY EDEMA CAUSED BY EXPOSURE TO 
METHYLENE CHLORIDE 


Case 1.—A Negro male laborer, aged 19, was admitted to 
Cincinnati General Hospital because of shortness of breath, 
cough, and substernal pain of eight hours’ duration. On his first 
day of employment in a metal parts assembly shop, he had been 
given the job of degreasing small copper gaskets by dipping them 
into an open drum of methylene chloride. He stated that the 
solvent bath “felt like ice water” on his bare hands. He had 
smarting of the eyes on bending over the drum, and he noted an 
oppressive odor. The work area was found to be in a small, dark, 
brick garage. There was no exhaust ventilation or mechanical 
equipment of any kind for the movement of air. During the latter 
part of the shift this boy complained of excessive fatigue, weak- 
ness, sleepiness, lightheadedness, chilly sensations, and nausea. 
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He went home after a total of four hours of work. He fell asleep 
t once and on waking two hours later felt very weak, short of 
vreath, and had a dry, nonproductive cough. He had substernal 
ain on coughing and deep breathing. 

On admission to the hospital his temperature was 100 F, pulse 
ate 100, and respiratory rate 42. There was mild respiratory 
distress. Rales were heard at the base of the right lung and occa- 
sionally elsewhere over the chest. On a roentgenogram of the 
chest there was diffuse, fuzzy infiltration distributed bilaterally 
throughout both lung fields, characteristic of pulmonary edema 
see figure). There was no conjunctivitis or irritation of the skin. 
The patient was treated with 100,000 units of penicillin intra- 
muscularly every eight hours but did not require the administra- 
tion of oxygen. Within 12 hours after admission and 18 hours 
after the last exposure, there was total relief of symptoms; the 
temperature, pulse rate, and respiratory rate were normal. Faint 
inspiratory and expiratory rales were still heard at the base of 
both lungs, but these had disappeared a few hours later. The 
results of complete blood cell count, urinalysis, blood culture, 
and blood urea nitrogen determination remained normal. Chest 
roentgenograms made after intervals of three and five days were 
normal, and the patient was then discharged from the hospital. 


Methylene chloride, also called dichloromethane, 
CH.Cl., has come into increasing industrial use as a paint 
remover, refrigerant, and, less extensively, as a degreas- 
ing solvent. It has a pronounced narcotic action, but it 
is more irritating to the respiratory system and more 
excitatory than is chloroform.' In industrial use only 
slight acute effects had been reported until 1952 when 
Moskowitz and Shapiro reported the clinical histories of 
four men exposed to a high concentration of methylene 
chloride vapor in a plant where an oleoresin was ex- 
tracted from vegetable material.’ There was loss of con- 
sciousness in all of those exposed, with one immediate 
death and some irritation of the upper respiratory tract 
of short duration in the others. 

Methylene chloride had been described by Browning 
as “practically harmless” in ordinary use.‘ When the 
local vendor of the solvent was advised of the illness of 
the boy referred to above he stated vigorously that some 
other solvent must have been used, since methylene 
chloride is so “safe.” As a matter of fact, this was found 
to be the only volatile substance in the shop. The sug- 
gested maximum tolerable concentration of methylene 
chloride under conditions of regular industrial employ- 
ment is 500 ppm.* Nevertheless, it should be recognized 
that this solvent is capable of acting as a pronounced 
respiratory irritant. The probability of some absorption 
of the solvent through the skin, in addition to the inhala- 
tion of vapor, must be considered as a contributing factor 
in this case. The halogenated hydrocarbons are excreted 
chiefly through the lungs, regardless of the mode of ab- 
sorption. Pulmonary irritation may occur as a result of 
the excretion, as well as the absorption, of these sub- 
stances. 


ACUTE HEPATITIS FOLLOWING EXPOSURE TO 
TETRACHLOROETHYLENE 

Case 2.—A white male 25-year-old sales trainee of a chemi- 
cal company was admitted to a hospital in another city in April, 
1953, because of jaundice, weakness, and anorexia. The onset of 
symptoms had occurred 10 days earlier, with nausea, vomiting, 
lark urine, light brown stools, and deepening jaundice. For six 
months prior to the onset of symptoms he had worked on main- 
tenance and repair of solvent circulating systems in dry cleaning 
establishments. For a period of 11 weeks up to the time that he 
became ill he had worked regularly on tetrachloroethylene units. 
His job duties included the refilling of systems with solvent, 
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mechanical repairs, and test running of units. When emergency 
repairs were necessary he often worked 12 to 16 hour shifts and 
sometimes over week ends without regular days off. Exposure to 
the solvent, both as liquid and vapor averaged over eight hours 
per day. When lines were repaired some of the solvent drained 
out onto the floor. The servicemen often worked near these spills. 
The cleaning plants usually were hot, humid, and poorly venti- 
lated. No gloves or other personal protective equipment were 
used. On one occasion this man had spilled a pail of tetrachloro- 
ethylene over his shirt and trousers. He noted a burning and 
tingling sensation of the skin until he changed his garments 
several hours later. On two or three occasions he became light- 
headed when the concentration of vapor seemed especially heavy 
but returned to work after a short period in fresh air. The odor 
of tetrachloroethylene became increasingly distasteful to him 
during this period. For two weeks before the onset of illness 
there was excessive fatigue and unusual difficulty in rising in 
the morning. 





Roentgenogram of the chest of man exposed to methylene chloride 
(case 1). 


The medical history was not significant except that the patient 
had received one intramuscular injection of penicillin in the 
treatment of a brief episode of nausea and vomiting on Feb. 7, 
1953, 10 weeks prior to the onset of this illness. He rarely 
drank any type of alcoholic beverage and never to the point of 
intoxication. On admission to the hospital he was jaundiced. The 
results obtained from tests of liver function were grossly abnor- 
mal and suggestive of hepatocellular dysfunction. He made an 
uneventful recovery, but when he was examined four weeks 
later there was still some evidence of impaired liver function. 
The results of hemogram and urinalysis were within normal 
limits. 

He was removed from work on systems designed for the use 
of chlorinated hydrocarbon solvents but continued in the job of 
sales and maintenance work on other types of solvent units. 
Ten months after the acute illness, he reported that on one or 
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two occasions when he had worked briefly near a tetrachloro- 
ethylene system he had experienced nausea immediately on de- 
tecting the faint odor of the solvent. 


Tetrachloroethylene, CCl.:CCls, also called perchlor- 
ethylene, is usually placed lowest in toxicity in the 
ascending series of chlorinated hydrocarbons used as dry 
cleaning agents.’ Until recently no unchallenged cases of 
toxic effects from its industrial use had been reported. 
Coler and Rossmiller have now presented some clinical 
observations as being suggestive of impairment of liver 
function in three men of a group of seven engaged part 
time in the degreasing of small steel disks in a tank con- 
taining tetrachloroethylene.' Complaints of headache, 
nausea, lightheadedness, fatigue, staggering gait, and 
mental confusion were said to have been common among 
these men. Concentrations of tetrachloroethylene in the 
atmosphere of the workroom were reported to average 
from 232 to 285 ppm parts of air. 

In our patient little or no precaution had been taken 
to avoid inhalation of solvent vapor or contamination of 
the skin since tetrachloroethylene was regarded as being 
“practically nontoxic.” Symptoms of narcotic effect on 
several occasions preceded the episode of acute illness 
characterized by jaundice. It seemed clear that this man 
had absorbed tetrachloroethylene in substantial amounts. 
The temporal relationship of the onset of acute hepatitis 
to repeated hazardous exposures suggests that solvent 
intoxication was either the sole causative factor in the 
illness or a contributory factor in rendering the liver 
susceptible to attack by an infectious agent. 

These two cases show injury to workmen resulting 
from the permission of inexcusably careless handling of 
compounds of a relatively low order of toxicity, but dif- 
ficulties also may arise in dealing with solvents accepted 
as highly toxic when the measures provided for the con- 
trol of exposure to them are either inadequate or un- 
enforceable. 


NAUSEA AND VOMITING CAUSED BY EXPOSURE TO 
CARBON TETRACHLORIDE 

Case 3.—A white female laboratory technician, aged 26, 
reported to the bureau of industrial health of the Cincinnati 
Health Department that she had just become ill on the job while 
handling carbon tetrachloride. She complained of nausea and 
headache and had been unable to take her lunch. She was em- 
ployed in the quality control laboratory of a manufacturer of 
roofing materials. A principal job duty was the solvent extraction 
of asphalt from samples of roofing paper. This was done accord- 
ing to a standard specification by boiling strips of the asphalt- 
impregnated paper in a 1,000 ml. beaker of carbon tetrachloride 
on an electric hot plate inside an enclosed hood equipped with 
an exhaust fan. The strips in the beaker were agitated at intervals 
of two or three minutes during the 20 minute extraction period. 
Extracted material and spent solvent were poured off into a drain 
inside the hood once or twice during each extraction and the 
beaker was refilled. A glass sliding panel on the front of the hood 
was raised for this purpose. Temperature and humidity in the 
laboratory room were controlled by air conditioning. 

The girl had worked on this job for a period of two years. 
Shortly after being hired, on a day when the odor of carbon tetra- 
chloride was strongly perceptible, she had had headache, nausea, 
and vomiting, causing her to lose three days from work. One 
year later a similar episode occurred, and again she was off work 
for several days. She now experienced nausea on days when out- 
side wind velocity was so great as to interfere markedly with the 
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action of the hood exhaust fan. The illness reported to the healt! 
department had its onset on such a day. There was improvemen: 
after being outside the laboratory for several hours, although 
headache persisted during the evening. 

Case 4.—A white female laboratory technician, aged 2? 
employed on the same job as the woman in case 3, complained 
of nausea and belching and was unable to take her lunch on this 
day. While she had never been so ill as to remain off work, she 
did report mild nausea when she detected a heavy odor of carbo: 
tetrachloride in the laboratory. This occurred on the average ot 
once weekly. 

An inspection of the laboratory was made a tew hours afte: 
the report was received. There was said to have been little change 
in conditions since the onset of symptoms in the technicians 
Samples of air collected at the breathing zone of workers standing 
at the hood contained carbon tetrachloride in average concentra 
tions of from 30 to 344 ppm. 

Air movement at the opening face of the hood varied in veloc 
ity from zero to 20 ft. per minute. It was determined that the ex 
haust fan was totally ineffectual in removing contaminated ai: 
from the hood under certain recurring conditions of outside 
wind velocity and direction, such as occurred on the day of ou: 
inspection. At these times positive pressure was created inside the 
hood, the direction of air flow was reversed, and contaminated ai! 
entered the workroom when the front panel was raised. Recom- 
mendations were made for redesigning the exhaust system with 
the erection of a short stack to carry off the vapor. Periodic deter- 
minations of the effectiveness of the proposed changes and added 
precautions in the handling of carbon tetrachloride by the techni- 
cians were suggested. Substitution of a jess toxic solvent was not 
possible because of standardization of the extraction technique. 


Carbon tetrachloride, a highly toxic substance, was 
being used in these cases under conditions erroneously 
regarded as entirely safe. These two cases are reported 
for the purpose of emphasizing that complete safety in 
the handling of this treacherous solvent can be assured 
but rarely, and never when provisions for the protection 
of personnel are inadequate or unenforceable. In general, 
the principle of substitution of a less toxic material should 
be followed whenever possible. 


TOXIC AMBLYOPIA CAUSED BY EXPOSURE TO METHANOI 

Case 5.—A Negro laborer, aged 39, was admitted to Cincin- 
nati General Hospital completely blind, complaining of vomiting, 
abdominal cramps, and severe headache of two days’ duration, 
with increasing loss of vision as the other symptoms had sub- 
sided. The onset occurred 48 hours after a Saturday night drink- 
ing bout during which he had consumed at least one-half pint 
of a mixture of wine and about an equal part of a clear, color- 
less liquid that he had drained from a metal drum at his place 
of employment. 

On admission to the hospital he was not acutely ill. There was 
slight injection of the conjunctiva. The pupils were dilated 
equally, measuring 6 mm. in diameter. Neither reacted to light 
except for occasional slight hippus on strong stimulation, but 
both contracted briskly on convergence. There was slight mar- 
ginai blurring of the optic disks. The retina was normal except 
for the peripapillary regions, which were slightly edematous, with 
reduced transparency and obscuring of the deeper blood vessels. 
The carbon dioxide capacity of the plasma was 45 vol. % and 
the concentration of chlorides 476 mg. per 100 cc. The results 
of tests of liver function were within normal limits; the hemo- 
gram was normal. There were numerous hyalin casts in the 
urinary sediment on admission and only a few on subsequent 
days. The urine had a pH of 5.6. A specimen was tested for the 
presence of formic acid by a gallic acid method before and afte! 
reduction of portions of the distillate to formaldehyde. Formic 
acid was found to be present in high concentrations. 

The patient worked at a plant engaged in the reconditioning of 
metal drums. He had drained off liquid from the bottom of a 
returned drum, thinking it to be grain alcohol. The drum was 
found to have contained a lacquer thinner composed of “hydro- 
carbons 50%, mixed alcohols 25%, and butanes or esters 25%.” 
Three other men also had drunk some of the adulterated wine. 
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ine of these, the patient in case 6, was admitted to the hospital 

: the same time with loss of vision and acidosis and the other 

wo were said to have had nausea and vomiting. The patient 

imitted that it was common practice for employees to drink 
saterial from returned drums, although this was in violation of 
ompany rules. He was discharged improved, except for loss of 
sion, on the ninth hospital day. Three months later he still 
could barely perceive movement in bright light, and both optic 
disks were markedly atrophied. 

CasE 6.—A Negro janitor, aged 30, when brought to Cincin- 

nati General Hospital was acutely ill, with impaired vision of 
two days’ duration. On the previous Saturday and Sunday he had 
drunk large amounts of the lacquer thinner described in case 5. 
rhe onset of symptoms occurred with severe headache on Mon- 
day afternoon. A few hours later he began to vomit. He became 
mentally confused, restless, and then disoriented. There was 
progressive dimming of vision on Monday night and Tuesday. 
On admission to the hospital Wednesday morning he was unable 
to perceive light. The conjunctivas were slightly injected. The 
pupils were widely and equally dilated and did not react to light. 
On funduscopic examination there was slight edema of the retinas 
at the periphery of both optic disks and maculas. The carbon 
dioxide capacity of the plasma was 20.8 vol. %, the concentra- 
tion of chlorides was 508 mg. per 100 cc., and the blood had a 
pH of 7.28. The results of tests of liver function were within 
normal limits. The hemogram was normal. The urine had a pH 
of 6, and a trace of albumin was found. There were no casts in 
the sediment and no reducing substances by the Benedict test. 
Sodium bicarbonate was administered intravenously over a period 
of 12 hours, with considerable clinical! improvement. By the 
third hospital day the patient was fully oriented. There was no 
light perception by the right eye and only slight perception by the 
left. The right pupil was fixed, and the left reacted sluggishly 
to light; he was unable to converge. The fundi were unchanged. 
An electrocardiogram on the fourth hospital day had a T wave 
of low voltage in leads | and 2, with inversion of the T wave in 
leads 3, Vi, Ve, Vs, interpreted as indicating nonspecific myo- 
cardial damage. A needle biopsy of the liver was taken on the 
sixth hospital day, nine days after ingestion of the alcohol. This 
was reported as showing a few foci of nonspecific liver cell 
necrosis. The patient was discharged on the ninth hospital day. 
On examination five weeks later his vision was 5/200 in each eye. 
He was barely able to find his way through doors and to avoid 
large objects. There was now pronounced optic atrophy with 
deep cupping of both disks. 

CasE 7.—A Negro laborer, aged 53, was brought to the Cin- 
cinnati General Hospital receiving ward because of the sudden 
onset of loss of vision. He stated that he had been in good health 
until the day before, when he had nausea, fever, chills, weakness, 
lightheadedness, excessive thirst, and mild shortness of breath on 
exertion. On wakening the following morning he was unable to 
perceive light with the left eye and only partially with the right. 
While the other symptoms improved during the next 48 hours, 
he gradually lost remaining vision in the right eye. He was 
admitted to the hospital for study eight days after the onset of 
symptoms. He was now able to perceive light for the first time 
in four days. The pupils were equal, markedly dilated and did 
not react to light or accommodation. The ocular fundi were of 
normal appearance. 

The patient at first denied the ingestion of methanol or any 
other unusual substance, but stated that he often drank whisky 
over week ends, ordinarily “X” brand, and had last had a drink 
two days before the onset of symptoms. He had been employed 
for 15 years in the operation of a wash tank in which used metal 
drums were dipped in sodium hydroxide as a first step in recondi- 
tioning. The drums were received from local industrial plants 
and usually had contained some chemical compound. Eight other 
men engaged in the same work apparently were in good health. 
(he manager reported that, while it was strictly against plant 
rules, it was common practice for workmen to drain the resid- 

um from drums that had an alcoholic odor. The patient was 
ist observed to do this one month before the onset of illness 
hen he filled a bottle from a drum and drank a portion of it. 
Near this man’s work station at the plant an empty whisky 
ottle labeled “X” brand was found. 
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Over a period of 12 months there was gradual improvement 
of visual acuity to maximum uncorrected vision of 20/70 right 
eye and 4/200 left eye, with residual evidence of optic atrophy 
more marked on the left side. 

Methanol poisoning arising out of industrial exposure 
is secondary in importance to that due to ingestion of 
adulterated liquors. A few validated cases of poisoning 
of workmen following the inhalation of the vapor of 
methanol or absorption of the liquid through the skin 
have been reported. Even some of these bear the suspi- 
cion that the solvent may have been ingested as well. 
The chief danger of its use in industry still is the tempta- 
tion to drink it. The cases described here, while not com- 
pensable as being due to occupational disease or injury, 
might have been prevented by closer control of solvent 
handling. The two unrelated episodes of typical methanol 
poisoning with blindness in men engaged in the recon- 
ditioning of metal drums have led me to regard the dis- 
order as an unusual risk of this occupation, related to 
the temptation to drink from chemical containers that 
have the odor of alcohol. In all cases of Monday morning 
blindness Saturday night drinking habits should be con- 
sidered and industrial sources of methanol investigated. 


SUMMARY 


There is danger in the handling of all solvents, al- 
though fire and explosion are feared more commonly 
than are hazards to health. The selection of a solvent for 
a specific industrial use is a compromise between tech- 
nological requirements and considerations of safety. 
Significant absorption of organic solvents by workmen 
may occur as a result of either one of two errors: the 
acceptance of inexcusably careless handling of com- 
pounds of relatively low toxicity or the provision of 
inadequate control measures in dealing with more toxic 
ones. Instances of pulmonary edema following exposure 
to methylene chloride and of acute hepatitis in a man 
exposed to tetrachloroethylene are described as examples 
of the first type of error. The second is illustrated by the 
report of cases of illness due to exposure to the vapor of 
carbon tetrachloride and blindness from the ingestion 
of methanol obtained at work. 


Eden and Bethesda Aves. (19). 





The Biological Approach to Immunity.—In a world that is full 
of microorganisms capable of infecting living tissues, it is a 
positive necessity for survival that most experiences of infection 
by any given microbe should be followed first by recovery and 
secondly by a persisting insusceptibility to an attack of the same 
disease. . . . Perhaps the important factor in the development 
of the particular types of immune reaction with which we are 
familiar in man was the evolution of his mammalian ancestors 
for the most part as relatively solitary arboreal animals in 
tropical jungles. In such environments it seems likely that the 
major type of pathogen that would be encountered would be 
those protozoa and viruses spread by insect—especially mosquito 
—vectors. It is not improbable that the type of immunity charac- 
teristic of human beings is essentially something evolved to deal 
effectively with infection by mosquito-borne viruses of the 
yellow-fever type. . At least we can be sure that immunity 
is a mechanism that has been evolved to deal with the entry of 
foreign microorganisms into the body, and that it has been 
perfected by the normal process of selective survival.—Sir 
Macfarlane Burnet, M.D., The Newer Approach to Immunity 
in Its Bearing on Medicine and Biology, British Medical Journal, 
July 24, 1954. 
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ALLERGIC SENSITIZATION OF THE SKIN AND ORAL MUCOSA TO 
ACRYLIC DENTURE MATERIALS 


Alexander A. Fisher, M.D., Woodside, N. Y. 


Statistics from several large dental laboratories in New 
York City and vicinity show that over 90% of the dental 
plates made today are processed from acrylic resins. In 
addition to heat-cured resins used in making entire den- 
tal plates, a great deal of acrylic denture relining and 
repair material is used that is self-cured without the ap- 
plication of heat. 

The acrylic denture base materials ' with which I am 
concerned are marketed in two forms: a powder poly- 
mer and a liquid monomer that are designed to be mixed 
to a dough by the dental mechanic or dentist, and a gel, 
in which the polymer and monomer are already mixed 
by the manufacturer. The liquid monomer is methyl 
methacrylate, and the powder is polymethyl methacry- 
late. When the mixed liquid and powder or gel is heated 
further polymerization takes place, and the mixture hard- 
ens to form the familiar pink plate material. 

In addition to these denture materials that require 
heat for polymerization, similar materials that will poly- 
merize at room temperature are used for repairing and 
relining dental plates.” These self-curing resins are cre- 
ated by inducing polymerization of a mixture of methyl 
methacrylate monomer and polymethyl methacrylate 
powder with an organic peroxide and an accelerator or 
promoter. The most popular accelerator in use at present 
is the tertiary amine, dimethyl-p-toluidine.* The self- 
cured resins do not have the same mechanical properties 
as those resins polymerized at high temperatures, and 
they normally contain a somewhat higher residual mono- 
mer content than the heat-cured resins. 

Reports in the literature * vary greatly as to the pri- 
mary irritating and sensitizing potential of these materials 
on dental mechanics and dentists. Even more contro- 
versial are the reported incidents of irritation and allergic 
sensitization of the oral mucosa in those who wear acrylic 
dental plates. 

A review of the available reports shows that the reac- 
tions may be divided into the following categories: (1) 
an allergic, eczematous, contact type of dermatitis af- 





From the Department of Dermatology and Syphilology of the New 
York University Post Graduate Medical School and the Skin and Cancer 
Unit of the University Hospital. 

1. Skinner, E. W.: The Science of Dental Materials, ed. 3, Philadel- 
phia, W. B. Saunders Company, 1946, p. 76. 

2. Brauer, G. M.: The Chemistry of Self-Curing Resins, abstracted, 
J. Dent. Res. 30: 497 (Aug.) 1951. 

3. Caul, H. J.: Personal communication to the author. 

4. (a) Stevenson, W. J.: Methyl-Methacrylate Dermatitis, Contact 
Point 18:171 (Feb.) 1941. (b) Moody, W. L.: Severe Reaction from 
Acrylic Liquid, Dent. Dig. 47: 305 (July) 1941. (c) Stoy, P. J.: Denture 
Sore Mouth with Particular Reference to Acrylics, J. Irish Dent. A. 7: 13 
(March-April) 1952. (d) Hollander, L., and Kennedy, R. M.: Dermatitis 
Caused by Autopolymerizing Acrylic Restoration Material, Dent. Dig. 
57:213 (May) 1951. (e) Nyquist, G.: A Study of Denture Sore Mouth: 
An Investigation of Traumatic, Allergic and Toxic Lesions of the Oral 
Mucosa Arising from the Use of Full Dentures, Acta odont. scandinav. 
(supp. 9) 10: 11, 1952. (f) Rattner, H.: Stomatitis Due to Sensitization to 
Dental Plates, J. A. M. A. 106: 2230 (June 27) 1936. (g) Bradford, 
E. W.: Case of Allergy to Methyl-Methacrylate, Brit. Dent. J. 84: 195 
(May 7) 1948. (A) Beall, J. R., and Caul, H. J.: ‘“‘Liners’’ for Dentures, 
J. Am. Dent. A. 33: 304 (March) 1946. (i) Vickers, H. R.: Sensitization 
to Denture Material as a Cause of Angular Stomatitis, Brit. M. J. 
2: 1091 (Nov. 12) 1949. (j) Spealman, C. R.; Main, R. J.; Haag, H. B., 
and Larson, P. S.: Monomeric Methyl Methacrylate; Studies on Toxicity, 
Indust. Med. 14: 292 (April) 1945. 


fecting dentists and dental mechanics and (2) allergic 
stomatitis (sore mouth due to dentures) affecting wea: 
ers of dentures. The cases I have studied also fall into 
these categories. Each will be described separately, since 
they present different problems. 


CONTACT TYPE OF DERMATITIS 


Stevenson ** and Moody *” have reported allergic, 
eczematous, contact dermatitis of the hands and face of 
dentists; this dermatitis was caused by the acrylic mono- 
mer. Stoy *° cited several dental technicians with local 
dermatitis caused by this monomer. Hollander and Ken- 
nedy *' reported the case of a dentist with a dermatitis 
of the hands in which they obtained a strongly positive 
patch test with the self-curing dental material. It is not 
clear whether or not they tested the polymer and mono- 
mer separately. I studied four patients with severe der- 
matitis of the hands that I proved by patch tests to be 
caused by allergic sensitivity to the liquid monomer. 
These patients’ conditions cleared promptly when the 
monomer was avoided and relapsed promptly on reex- 
posure to the agent. The pertinent clinical data of these 
cases follow. 

Case 1.—A 50-year-old dentist had a dermatitis of the right 
hand for eight months that was characterized by vesiculation, 
redness, and fissuring and was most marked on the thumb and 
forefinger. 

Case 2.—A dentist, aged 45, had a chronic dermatitis of the 
right hand of one year’s duration that was most marked on 
the first three fingers and characterized by great dryness and 
fissuring. Occasionaily there were exacerbations of the derma- 
titis with vesiculation. 

Case 3.—A dental mechanic, aged 55, had severe dermatitis 
of both hands for eight months. The dermatitis was character- 
ized by redness, swelling, vesiculation, scaling, dryness, and fis- 
suring. His condition would improve over week ends and on 
vacations. This patient had to discontinue his work as a dental 
mechanic because of his sensitivity to the liquid monomer. It 
is notable that this patient wears an acrylic dental plate without 
any difficulty. 

Case 4.—A dental mechanic, age 46, had a dermatitis of 
both hands for four months. The clinical picture was similar to 
that of the patient reported on in case 3. He is able to wear 
an acrylic dental plate without any difficulty. 

After it was proved, by patch testing procedures and 
by observation of clinical responses to avoidance and 
reexposure, that these patients had allergic eczematous 
dermatitis due to sensitization to methyl methacrylate 
(liquid monomer), they were tested for sensitivity to the 
following materials: (1) the monomer used in heat- 
cured dental material, (2) the self-curing monomer, (3) 
the polymer powder, (4) a nickel disk made with the 
self-curing monomer and polymer, (5) a similar disk 
made with the self-curing monomer and polymer, (6) 
a Luxene bar, which is made with vinyl acetate and 
vinyl chloride plasticized with a small amount of methy! 
methacrylate monomer, and (7) an entire dental plate 
strapped onto the forearm and left on for 48 hours. 
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The table shows that all the patients reacted strongly 
) the self-curing and regular monomers. They also re- 
cted to the disk made with the self-curing material. 
(hey did not react to the polymer, the disk made with 
ie heated material, or the Luxene bar. 


Results of Patch Testing of Patients with Allergic Sensitivity 
to Acrylic Monomer 


Case l Case2 Case3 Case4 
Self-curing monomer ...............6. 3+ 3+ 3+ 3+ 
DerIee GROROEIEE 66 ccccccveccccssccce 3+ 3+ 3+ 3+ 
PE III Sikceeincaccsccuaiaacs Neg. Neg. Neg. Neg. 
ED Qe ccc innceseddseadecen Neg. Neg. Neg. Neg. 
I GE cc dice ccumieddadanewes 2+ 2+ 2+ 2+ 
| ae ee errr Neg. Neg. Neg. Neg. 
Heat-cured acrylic dental plate...... N. N. N. N. 
3+ = erythema, edema, and vesiculation. 
4. = erythema and edema. 
Neg. = no reaction. 
N. = nonspecific pressure effects: redness and swelling at maximum 


points of pressure. 


The only reactions obtained were with the self-curing 
and regular monomer. Patch tests with the polymer, i. e., 
polymethyl methacrylate, were negative. With the heat- 
cured disk polymerization was apparently complete, and 
there was no residual monomer left to give a reaction. 
With the self-cured disk, on the other hand, there was 
sufficient monomer left unpolymerized to produce a defi- 
nite eczematous reaction on patch testing. The Luxene 
bar, which is vinyl plate, in which acrylic monomer is 
used as a plasticizer, likewise showed no reaction, indi- 
cating that here also the acrylic monomer was completely 
polymerized. The redness and slight swelling that I found 
on the removal of the entire dental plate I interpreted 
to be due to simple pressure effects. It should also be 
noted that the patient reported on in case 3 was able to 
wear an upper and lower acrylic dental plate without any 
symptoms, and that the patient in case 4 could tolerate 
a partial denture of acrylic material. This tends to show 
that persons who are very sensitive to the liquid acrylic 
monomer nevertheless tolerate heat-cured acrylic dental 
plates in which the liquid monomer has been completely 
polymerized. 


SORE MOUTH DUE TO DENTURES 


The term “sore mouth due to dentures” *¢ is applied to 
any pathological change of the oral mucosa due to dental 
plates, whether the cause is allergic, traumatic, or toxic. 
If the cause is allergic, the term “stomatitis venenata” is 
used by some authors. The patient may complain of a 
burning sensation, soreness, dryness, or excessive saliva- 
tion. Examination of the oral mucosa may show punctate 
or diffuse redness with or without erosions. At times the 
mucosa looks normal, yet the patient complains of a sore 
mouth when wearing the denture. On the other hand a 
routine examination may show a deep red imprint of 
the denture, but the wearer has no complaints. 

I studied 20 patients who wore acrylic dentures and 
had sore mouth due to dentures. Their symptoms had 
been present for three months to two years. All the pa- 
tients were women. I have been unable to explain the 
reason for the absence of male patients in this series. 
Four of these patients had been informed, either in our 
clinic or elsewhere, that they were allergic to their acrylic 
dentures, and they had been advised to change to another 
‘ype of denture. 
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The diagnosis, in large part, had been based on an 
alleged positive patch test obtained after the denture had 
been strapped to the forearm for 48 hours. I was for- 
tunate to be able to contact the four patients, retest 
them, and reappraise the diagnosis of allergy to their 
acrylic dentures. The case histories of the four patients 
labeled as being allergic to their acrylic dentures are 
briefly presented below. 


Case 5.—A 70-year-old woman had had burning and sore- 
ness in the mouth soon after acquiring a complete set of acrylic 
dentures. Examination had showed a diffuse redness of the 
hard palate with a few scattered punctate erosions. A patch test 
performed by strapping the entire denture to the patient's fore- 
arm for 48 hours had resulted in a fine vesicular eruption under 
the denture. The patient had been informed that she was allergic 
to acrylic dentures, and she had been advised to change to rubber 
plates. Wearing a rubber denture had not ameliorated her 
symptoms. Finally, on the advice of another dentist, a new, well- 
fitting acrylic plate had been made that the patient now wears 
without any symptoms. This new upper acrylic plate was strapped 
to her forearm for 48 hours. Redness, papules, and vesicles 
appeared at the points of pressure of this new acrylic plate, 
which was causing no oral symptoms (fig. 1). Indeed, I was able 
to reproduce these nonspecific pressure effects by strapping a 
jar cover made of tin on her forearm for 48 hours. After histo- 
logical examination of one of these vesicles, it was reported 
as a subepidermal bulla. Patch testing with the acrylic monomer 
showed negative results. 


This patient, then, who had been informed that she 
was allergic to acrylic dentures because of a positive re- 
action of redness and vesiculation caused by strapping 
an acrylic denture on her forearm for 48 hours, had no 
difficulty in wearing properly fitting acrylic dentures. 





Fig. 1.—Photographs showing result of strapping an acrylic denture 
to the forearm of the patient reported on in case 5 for 48 hours. Evidence 


of a nonspecific pressure effect, not of allergic sensitization, is seen. 


The rubber dentures and her first set of acrylic dentures, 
according to her dentist, had been ill-fitting, and the oral 
symptoms were caused by trauma. 


Case 6.—A 65-year-old woman had been informed that she 
was allergic to acrylic denture material on the basis of a posi- 
tive patch test to her denture. At the time of examination she 
was using a rubber denture, and her symptoms of burning and 
soreness in the mouth continued. Even when the dentures were 
not used the symptoms were not much improved. Patch testing 
by applying a rubber plate on the left arm and an acrylic plate 
on the right arm for 48 hours resulted in redness and papules 
at the site of maximum pressure on both arms. Patch tests with 
acrylic monomer and several types of rubber showed negative 
results. This patient has a moderately severe anemia, and there 
is a possibility that the symptoms are caused by the anemia. 
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Case 7.—A 50-year-old woman had been suffering from sore 
mouth due to dentures for three years. For many years she 
also has had recurrent aphthae of the oral mucosa. Three years 
ago, after she acquired a new set of acrylic dentures, her mouth 
became very sore. The acrylic plates were then relined with the 
self-curing material. Immediately the mouth symptoms became 
worse. She then changed to rubber dentures with some improve- 
ment: however, the aphthae and burning sensation in the mouth 
continued. Recently, because she did not like the appearance 
and feel of the rubber dentures, she changed to a new set of 
acrylic dentures, which she is now wearing without any difficulty 
except for the aphthae. Patch tests with the acrylic monomer 
elicited a strongly positive reaction. A patch test with the acrylic 
denture showed some redness and papulation at the point of 
pressure. A patch test with the heat-cured acrylic disk was nega- 
tive. Patch testing with the self-curing disk showed a true 
eczematous positive patch test characterized by redness, swell- 
ing, and fine vesiculation. Patch tests with several rubber ma- 
terials gave negative reactions. 

In retrospect, I feel that the patient was not allergic 
to her original acrylic plates. They apparently did not 
fit well. The relining material used to remedy the ill- 


& 





Fig. 2.—Photograph showing bullous reaction to testing with an acrylic 
plate in the patient reported cn in case 8. The reaction is caused by a 
nonspecific pressure effect. 


fitting dentures apparently had enough unpolymerized 
monomer to cause an acute stomatitis venenata. A posi- 
tive patch test to the liquid monomer showed that the 
patient had allergic sensitivity to this substance; however 
she can now wear, without difficulty, well-fitting acrylic 
dentures in which the monomer is completely polymer- 
ized. This is further borne out by the negative patch test 
to the heat-cured acrylic disk, while a positive reaction 
is obtained by testing with the self-curing disk, which 
has enough residual monomer to cause a positive reac- 
tion. 

Case 8.—A 53-year-old woman, in 1951, had burning of 
the mouth and glossitis of two years’ duration. Examination of 
the oral mucosa had showed slight diffuse redness. Patch test- 
ing at that time with her entire upper denture was said to have 
been positive, and she was told to change her plates; however, 
she could not afford to get new plates and continued to wear 
the old ones. One year later, after a cholecystectomy, all the 
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oral symptoms disappeared in spite of the fact she was wea 
ing her original acrylic plates. Patch testing to the monome 
and acrylic disk was negative. Strapping her denture on h 
forearm for 48 hours resulted in redness and papulation a: 
a few large bullae (fig. 2). These bullae I interpret as bei 
caused by a nonspecific pressure effect. Furthermore, these bul! 
could be reproduced by use of a rubber denture. Histologic 
examination showed a subepidermal bulla. 


In addition to these 4 patients, 16 additional patien: 
who had sore mouth due to dentures were studied. Eac 
patient was patch tested to the following materials: ( | 
acrylic monomer, (2) the powdered polymer, (3) th 
heat-cured acrylic disk, and (4) the self-cured acrylic 
disk. All these tests were negative for a true allergic 
eczematous reaction. In very hot weather most of the 
patients showed a nonspecific follicular, prickly-heat-like 
eruption on removal of the disks. In addition each pa 
tient had her upper denture strapped to her forearm fo: 
48 hours. There were no true reactions of allergic sensi- 
tization. All the reactions noted I interpreted as being 
due to nonspecific pressure effects. Where bullae formed 
and were studied histologically, the report was subepi- 
dermal bullae without any eczematous reaction. 

In order to ascertain whether the liquid monomer was 
a primary irritant, 100 consecutive patients were patch 
tested with this material. These were patients seen in the 
allergy section who did not wear dentures but were being 
tested for other conditions. In only one of these patients 
was there a slight erythema after 48 hours. I did not 
retest with the monomer to see how many patients | 
could sensitize. 

In addition I strapped an entire upper acrylic denture 
for 48 hours on the forearms of 20 men and 50 women 
control patients who did not have any mouth symptoms. 
In 2 men and 12 women, small bullae formed under the 
plates. In all cases there was some degree of redness and 
papulation on removal of the dentures; there was more 
in the women than in the men. Histological examination 
of the lesions showed subepidermal bullae. There was 
no apparent eczematous change. I therefore interpreted 
these bullae as being caused by simple pressure effects 
and not by allergic sensitizations. Furthermore, in no 
case did the erythema, papules, vesicles, or bullae spread 
beyond the points of maximum pressure, as often hap- 
pens in true allergic eczematous reactions. 


COMMENT 

In this series of 20 patients with sore mouth caused 
by dentures, no patient was allergic to the completely 
polymerized acrylic denture. In this group there was 
one case of allergic hypersensitivity to the acrylic mono- 
mer. However, this patient could wear her acrylic den- 
tures providing no unpolymerized monomer was present 
in the relining material. This agrees in the main with the 
finding of Nyquist *° who could find no case of allergic 
reaction in 248 patients with sore mouth caused by den- 
tures. 

I must emphasize at this point that the clearing of a 
stomatitis when a denture is not worn and the prompt 
recurrence of a sore mouth with the use of the plate is 
no proof of allergic sensitization to the denture. Pressure 
and trauma of an ill-fitting plate may result in the same 
symptom complex. 
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Rattner *' reported three cases of stomatitis venenata 
‘hat he attributed to the wearing of plastic cellulose den- 
ures. He was among the first to employ the method of 
‘esting the dental plates by strapping the entire denture 
on the patient’s forearm and leaving it in place for 24 to 
i8 hours. Bradford '* described an unusual case of 
stomatitis with a generalized erythematous eruption that 
appeared soon after the patient acquired a new set of 
acrylic plates. After the eruption had subsided, a skin 
test was carried out by strapping the denture to the fore- 


: arm. Within 48 hours, a rash appeared at the point of 
: contact of the acrylic plate and the skin. 

Most of the authors already mentioned discuss allergic 
: reactions to acrylic dentures. The consensus is that while 
C such allergic sensitization possibly does exist, the inci- 


dence is very low. All these authors indicate that patch 
testing with the entire plate or with scrapings from the 
: plate is the proper method for detecting such allergy. 





Beall and Caul ‘" reported reactions to the self-curing 
acrylic resins used for lining dentures. By means of a 
questionnaire, they learned that 88% of the dentists re- 
ported that their patients complained of a burning ser- 
; sation after the use of a relined denture. The discomfort 
1 lasted a few hours to a day or so. There was no indica- 

tion of allergic sensitization to this material in this re- 
port. since the patients continued to use the relined 
plates without difficulty after the initial burning sensa- 
tion. 





Vickers '' reported seven cases of angular fissure for- 
mation with some degree of stomatitis that were pre- 
sumably caused by sensitization to dentures. Scrapings 
from the suspected dentures were applied for 48 hours, 
and there was no difficulty in reading the results. Some 
of these patients apparently wore acrylic dentures; others 
| wore rubber dentures. Stoy,'* however, patch tested all 
patients with suspected angular stomatitis but reported 
) that he had obtained no obvious positive patch tests and 
) could not prove that any of his cases of angular stomati- 
| tis were due to sensitivity to the acrylic dentures. I simi- 
larly studied eight patients with perléche (angular sto- 
matitis), and in none could I prove that the acrylic 
dentures were the cause of the angular stomatitis. In 
four patients who did not wear the dentures for two 
weeks, the angular stomatitis remained unimproved. In 
all eight patients there was no evidence of allergic sensi- 
tization by patch testing to the acrylic monomer. 

Nyquist,** in his recent treatise on sore mouth caused 
by dentures, found that patch testing with grindings or 
scrapings from the suspected dentures incurred the least 
risk of mechanical lesions of the skin. He admits that 
testing with the entire denture or pieces of the denture 
might give false reactions in the form of erythema of the 
patch test site, which could be confused with a true aller- 
gic reaction. 








I also believe that patch testing by strapping the entire 
plate to the forearm may lead to many diagnostic errors, 
since redness, papulation, vesiculation, and even bulla 
formation may result from nonspecific pressure effects. 
lo the uninitiated, such findings may be easily confused 
with a true allergic reaction. Furthermore, there seems 
to be no necessity for testing with an entire plate or even 
with grindings from the denture, because the completely 
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polymerized resin is allergenically inert. My results show 
that patch testing with the liquid monomer alone is suf- 
ficient to indicate the presence or absence of allergic 
sensitization to acrylic denture material. The polyme: 
and the heat-cured plate have not been shown to be sen- 
sitizers. 

Persons who are highly sensitive to the monomer may 
nevertheless wear acrylic dental plates, providing the 
monomer has been completely polymerized. Spealman 
and his co-workers *) similarly showed that 10 experi- 
mental subjects, whom they had sensitized to the mono- 
meric methyl methacrylate, were not allergic to the com- 
pletely polymerized product (in this case Plexiglas), in 
spite of the fact that the finished product was made with 
the monomer. 

In those cases in which it is suspected that relining 
or repair material made with self-curing dental resin is 
causing symptoms, patch testing with the liquid mono- 
mer alone is again sufficient. The positive patch test 
with the liquid monomer would tend to confirm the 
implication that the relining material was at fault. A 
negative patch test to the liquid monomer would seem 
to rule out the role of allergic sensitization to either the 
heat-cured plate or the self-curing material. 

I feel that there is apparently no necessity for testing 
the liquid monomer directly on the oral mucosa. Many 
workers, including Jadassohn* and Sulzberger,” have 
shown that the oral mucosa may be the site of allergic 
reactions analagous to the allergic eczematous contact 
reaction of the skin. Goldman and Goldman ‘ showed, 
by direct oral mucosal contact testing, the close simi- 
larity of the reaction of the skin and mucosa. These 
authors concluded that contact stomatitis is usually as- 
sociated with contact cutaneous allergies, actual or 
potential. In my studies * of the allergic contact type of 
reactions to toothpaste, | have found that the oral 
mucosa and the perioral skin and the skin of the extremi- 
ties react similarly. The ingredients suspected clinically 
as causing the oral symptoms were revealed by positive 
patch test on the skin. While such a relationship is not 
invariable, patch testing of the skin can usually be relied 
on to indicate sensitivity of the oral mucosa as well. 

SUMMARY 

Four patients were studied who had an allergic con- 
tact type of dermatitis of the hands that was proved 
clinically and by patch testing to be due to allergic sensi- 
tivity to the liquid monomer (methyl methacrylate). 
These patients were not allergic to the polymethyl metha- 
crylate powder or to the heat-cured denture material. 
Two of these patients could wear acrylic dentures in 
spite of the fact that they were sensitive to the monomer. 
They were also sensitive on patch testing to denture ma- 
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terial made with the self-curing monomer, showing that 
with this material there is sufficient unpolymerized mono- 
mer that can produce reactions. 

Twenty cases of sore mouth caused by dentures were 
studied. Four of these patients had been told that they 
were allergic to their acrylic dentures because of positive 
reactions obtained by strapping their plates on the fore- 
arm for 48 hours. Three patients changed to another 
type of denture without relief. One of the patients was 
found to be allergic to the monomer but could wear a 
heat-cured acrylic denture without difficulty. In none of 
the cases could I prove that allergic sensitivity to acrylic 
denture material played a role in sore mouth caused by 
dentures. Seventy controls, 20 men and 50 women, had 
dentures strapped on their forearms. In 48 hours all re- 
acted with some degree of redness and papulation. In 2 
men and 15 women, small bullae formed at points of 
maximum pressure. Histological examination showed 
subepidermal bullae without eczematous response. 


CONCLUSIONS 

Methyl methacrylate liquid monomer is a sensitizer 
and can cause an allergic contact type of eczematous re- 
action on the skin and the oral mucosa. When it is com- 
pletely polymerized, it is no longer a sensitizer or elicitor 
of allergic reactions. No instance of allergic sensitization 
to heat-cured acrylic denture material was found in 20 
patients with sore mouth caused by dentures. Self-cured 
acrylic denture material has sufficient unpolymerized 
monomer to give reactions in patients sensitized to the 
monomer. 

Testing for allergic sensitization to acrylic denture 
material by using the entire denture or with grindings or 
scrapings of the denture is unnecessary, since testing 
with the monomer alone will indicate the presence or 
absence of allergic sensitization to the denture material. 
The polymer and the completely polymerized material 
apparently are not sensitizers. Many persons will react 
to the strapping on for 48 hours of any type of denture 
on their forearm with redness, papulation, and even 
bullae formation. This appears to be a nonspecific pres- 
sure effect, since histological examination of these bullae 
showed simple subepidermal bullae without any eczema- 
tous reactions. 


45-14 48th St. 





Urinary Infection.—The preferred agents for the initial treat- 
ment of urinary infection of all varieties should be one of the 
sulfonamide drugs. These drugs have several advantages over 
the antibiotics as follows: 1. They are effective against a greater 
variety of organisms. 2. They are attended by fewer unpleasant 
side effects than most of the antibiotics, especially those ad- 
ministered orally. We have encountered only 11 instances of 
drug sensitivity to sulfonamides, 8 to sulfadiazine, and one each 
to Terfonyl, Gantrisin, and Sulfathalidine. All but one of these 
reactions were mild, consisting of skin rash, slight diarrhea, or 
slight nausea and vomiting. One patient who had taken sulfadi- 
azine successfully several times before eventually developed a 
febrile reaction to the drug. 3. An antibiotic is likely to be en- 
tirely ineffective if used before the culture is reported. Each of 
the antibiotics is completely ineffective against some of the 
organisms that cause urinary infection. 4. The sulfonamides are 
cheaper.—H. S. Everett, M.D., and J. H. Long, M.D., The 
Treatment of Urinary Infections, American Journal of Obstetrics 
and Gynecology, April, 1954. 
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CLINICAL NOTES 





PITUITARY BASOPHILISM IN THE JUVENILI 
TYPE OF ACANTHOSIS NIGRICANS 


Stephen Rothman, M.D., Chicago 


Acanthosis nigricans is characterized by the formation 
of hyperpigmented, velvety plaques that occur mainly on 
the lateral aspects and nape of the neck and in the axillas 
and groins. Microscopically, these plaques show papil- 
lary hypertrophy, waviness of the surface, thickening of 
the epidermis, hyperkeratosis, and hyperproduction of 
melanin pigment. Around the plaques of acanthosis 
nigricans single, nonpigmented papilloepitheliomas, pen- 
dulous fibromas, and verruciform excrescences are often 
seen. Two distinct types of acanthosis nigricans are rec- 
ognized. In the first (malignant or adult) type, malignant 
tumors of internal organs can invariably be found. In the 
second (juvenile or benign) type the plaques appear at 
an early age, and no malignant lesion is demonstrable. 
Interestingly, however, in two reported cases ' one parent 
of each patient died early from bronchogenic carcinoma. 
Patients with acanthosis nigricans of the benign or 
juvenile type are usually excessively obese. Some of the 
patients have glycosuria at irregular intervals,’” some 
show a delayed type of glucose tolerance curve,” some 
have exertional hypertension, some show a tendency to 
stria formation,’ and some have severe acne.‘ As early 
as 1925 the idea was advanced * that in both types of 
the disease growth-promoting substances in the blood 
might cause papillary hypertrophy in the skin. These sub- 
stances, it was thought, may derive from the neoplasm in 
the adult type and from the hormonal imbalance in the 
juvenile type. In the last 10 years the possible pituitary 
origin in the juvenile type was discussed several times in 
the Chicago Dermatological Society °; it was pointed out 
that although the clinical picture resembles pituitary 
basophilism (Cushing’s syndrome) many of its features, 
particularly electrolyte shifts, are lacking in obese per- 
sons with acanthosis nigricans and that in this disease en- 
docrine disturbances cannot be definitely shown clinically 
or by laboratory methods. 

From the Section of Dermatology, Department of Medicine, University 
of Chicago. 

Read before the Seventy-Fourth Annual Meeting of the American 
Dermatological Association, White Sulphur Springs, W. Va., April 14, 
a of this presentation will appear in the author’s reprints. 
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REPORT OF A CASE 


A 41-year-old business executive was first admitted to the 
\lbert Merritt Billings Hospital in March, 1945, because of 
obesity, dyspnea, orthopnea, some swelling of legs, insomnia, 
and frequency of urination. On admission he weighed 345 Ib. 
(155.5 kg.). He stated that he had been underweight up to the 








Fig. 1.—Clinical appearance of the patient. 


age of 7. In the next years he had become “rather plump,” but 
thereafter, engaging in athletics, he had become thin again. At 
the age of 18 he had weighed 175 Ib. (79.4 kg.); at this time 
he was found to have tachycardia and was told to refrain from 
athletics. From then on he had gradually gained weight, 5 to 
10 Ib. (2.3 to 4.5 kg.) per year. In the last two years, however, 
he had gained 60 lb. (27.2 kg.). He had always been able to 
lose weight by rigorous dieting. According to the referring 
psychiatrist’s information, the patient had been impotent for 
several years. Family history revealed obesity of the patient’s 





Fig. 2.—Lesions of acanthosis nigricans on the medial aspects of thighs. 


mother and one maternal aunt. On physical examination, this 
excessively obese man (fig. 1) was found to breathe with slight 
difficulty when lying in bed. The heart was slightly enlarged; 
otherwise, chest and abdominal organs were found to be normal. 
External genitalia were small. Many cutaneous papillomas and 
cutaneous tags were seen on the eyelids, on the nape of the 
neck, in the axillas, around the navel, and in the groins. Pig- 
mented areas with papillary hypertrophy were present on the 
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nape of neck, in both axillas, and on the medial aspects of the 
thighs (fig. 2). In dermatological consultation the diagnosis of 
acanthosis nigricans, juvenile type, was made, and this diagnosis 
was confirmed by histological examination of a biopsy specimen 
of the skin (fig. 3). It was stated that this cutaneous syndrome 
might be of pituitary origin. An electrocardiogram revealed 
slight myocardial abnormality. The basal metabolic rate was 
+1%. Roentgen examinations showed a normal chest and 
normal sella. The urine contained small traces of albumin but 
no cells. The hemoglobin level was 16 gm. per 100 cc., erythro- 
cyte count 5,400,000 and leukocyte count 9,500 per cubic 





Fig. 3.—Photomicrograph of section of skin from an acanthosis nigri- 
cans lesion (silver stain). 
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Fig. 4.—Glucose tolerance test of the patient (heavy line) compared 
with normal glucose tolerance test (broken line). 


millimeter, and differential count normal. Total protein level 
and albumin-globulin ratio were normal. Fasting blood sugar 
was 73 mg. per 100 cc. The glucose tolerance showed delayed 
rise and delayed fall (fasting value 73, one-half hour value 105, 
one hour value 142, one hour value 152, and three hour value 
102 mg. per 100 cc.). Tests of the urine showed absence of sugar 
throughout the test (fig. 4). Ophthalmologic examination re- 
vealed slight sclerosis of retinal vessels. 

In the years from 1945 to 1953 the patient was admitted to 
the hospital eight times. On each of these occasions he received 
diets ranging from 600 calories per day to pure starvation (black 
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coffee and cigarettes); he lost considerable weight (for instance, 
15 kg. in six to seven weeks) and had some relief of symptoms, 
but on returning home he soon regained his original weight 
and continued to gain more weight. The endocrinology service 
could find no endocrine disturbance either by clinical or by 
laboratory examinations. Neurological examination also was 
normal. According to the testimony of family members the 
patient, when at home, was unable to keep to anv diet but raided 
the icebox at night quite regularly. The conclusion was arrived 
at that the obesity was caused by psychogenic overeating. 
Psychiatric interviews strongly supported this opinion. From this 
point of view the patient’s case will be reported on later by the 
gastroenterology service of the hospital. 

The final admission of the patient was in April, 1953, when 
he entered disoriented, drowsy, and cyanotic after a severe 
coughing episode. He had increasingly severe respiratory distress 
and pulmonary edema and died the next day. On autopsy the 
main finding was basophilism of the pituitary gland, consider- 
ably more than half of the cells being basophilic. The section 
of the pituitary gland shown in figure 5 was stained with 
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Fig. 5.—Photomicrograph of section of pituitary gland of patient with 
acanthosis nigricans, showing pituitary basophilism. Dark cells are baso- 
phils (aldehyde fuchsin stain of Gomori) (x 240). 


Gomori’s aldehyde-fuchsin-trichrome combination.“ Sections 
stained with periodic acid-Schiff stain and with hematoxylin- 
eosin have yielded similar pictures. The adrenal glands were 
normal in size and shape, and there was no hypertrophy of the 
cortex. 
COMMENT 

As far as I have been able to establish, this is the first 
case of acanthosis nigricans, juvenile type, in which there 
has been a postmortem examination of the pituitary 
gland. Possibly in other cases of this disease a similar 
abnormal state of the pituitary gland is present. It is sug- 
gested that basophilism may cause two distinguishable 
entities: first, classical Cushing’s syndrome, and second, 
obesity with acanthosis nigricans, borderline disturbances 
of carbohydrate metabolism, and one or another incom- 
pletely developed feature of Cushing’s syndrome. This 
separation is based on the facts that in patients with 
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classical Cushing’s syndrome the occurrence of acanth: 
sis nigricans has never been reported and that in patient 
with acanthosis nigricans the picture of Cushing’s syn 
drome never fully develops. 


SUMMARY 
In a case of acanthosis nigricans of the benign, juve 
nile type, autopsy revealed diffuse basophilism of th. 
pituitary gland. Patients with Cushing’s syndrome ani 
patients with the juvenile type of acanthosis nigricans 
have much in common, but the two conditions are clinic 
ally distinguishable entities. 


7. Gomori, G.: A Rapid One-Step Trichrome Stain, Am. J. Clin. Pat! 
20: 661-664, 1950; Aldehyde Fuchsin: A New Stain for Elastic Tissue 
ibid. 20: 665-666, 1950. 


ACTINOMYCOTIC DIVERTICULOMA 
OF THE SIGMOID COLON 


Harry §. Hoffman, M.D., Atlantic City, N. J. 


Actinomycosis in the sigmoid colon is rare, judging 
by the very few cases reported in the literature. The fact 
that correct diagnosis was not made preoperatively or 
during life in any of the recorded cases of colonic actino- 
mycosis justifies special consideration of the disease 
There are only six reported cases of primary actinomy- 
cosis of the sigmoid colon '; in four of these, an actino- 
mycotic mass was excised under the impression that it 
was a malignant mass.” The case presented here is of 
interest as the seventh report of this disease and the first 
reported instance of an actinomycotic diverticuloma. 


REPORT OF A CASE 

A 48-year-old white woman was admitted to the Hahnemann 
Hospital of Philadelphia complaining chiefly of intermittent 
colicky pain in the left lower quadrant of the abdomen of three 
years’ duration, which had become much severer in the preceding 
two months. These attacks were associated with increasing con- 
stipation, attacks of diarrhea, and slight nausea. There had been 
no weight loss, vomiting, or blood or pus in the stools. The his- 
tory revealed that during an appendectomy performed five years 
previously a diagnosis of diverticulosis of the colon had been 
established. Physical examination failed to reveal any palpable 
portion of the colon. No masses could be felt. There was some 
increase in tympany throughout the abdomen and occasional 
hyperperistaltic sounds. The liver and spleen could not be pal- 
pated. Rectal examination was normal. Sigmoidoscopic exami- 
nation for a distance of 19 cm. was normal; at this level a very 
sharp angulation was noted that was apparently fixed, although 
there was no evidence of mucosal ulceration. The sharp and fixed 
angulation prevented the passage of the sigmoidoscope beyond 
this point. A barium enema revealed a rapid flow from rectum 
to cecum with reflux into a normal-appearing terminal ileum. 
There were numerous diverticula of the distal half of the colon. 
The midsigmoid was narrowed and spastic. There was an ex- 
trinsic pressure defect of the lateral aspect of the midsigmoid, 
as though a rounded mass of about 3 cm. diameter was pressed 
against the colon at that point. The pressure defect was per- 
sistent. A long, sharpened diverticulum without a rounded ex- 
tremity extended into the extrinsic defect. There was no evidence 
of infiltration of the intestine wall around the defect. This 
area of the sigmoid, though persistently narrowed, was slightly 
distensible; it was very tender; its mucosal pattern was edematous 
and distorted but was not destroyed. After evacuation the 
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nucosal pattern appeared normal except for distortion in the 
rea of diverticulitis. The patient was apparently in good health 
nd well nourished. Her pulse rate was 78 per minute, respi- 
atory rate 20 per minute, and temperature 98 F. Her abdominal 
vall showed an old appendiceal scar. A blood cell count showed 
(20,000 red blood cells per cubic millimeter and 7,100 white 
lood cells per cubic millimeter, with 65% polymorphonucleat 
ells, 31% lymphocytes, 1% eosinophils, and 3% monocytes. 





Fig. 1.—Roentgenogram showing a pressure defect on the lateral wall 
of the sigmoid caused by an extrinsic mass. The diverticula of the sig- 
moid extend into the area of the mass. 


The sedimentation rate was 25 mm. per hour. The blood sugat 


level was 80 mg. per 100 cc.; blood urea nitrogen, 15 mg. per 
100 cc. Kahn and Wassermann tests and a Kolmer test of the 
spinal fluid were negative. The colloida! gold curve was normal. 
Spinal fluid culture was sterile after 72 hours. Urinalysis was 
normal. The stool showed no mucus, blood, ova, or parasites. 

A preoperative diagnosis of diverticulitis of the colon with 
abscess formation and/or neoplasm was made, and a laparotomy 
was performed. With the patient under continuous spinal anes- 
thesia, a left rectus muscle splitting incision was made through 
which the diseased portion of sigmoid colon was freed and ex- 
cised; bowel continuity was reestablished with an end-to-end 
anastomosis. The excised segment of sigmoid colon measured 
8 cm. in length by 4 cm. in diameter. The wall was thickened to 
5 mm., and several diverticula were noted within it. The mesen- 
tery was thickened by fibrosis. Microscopic examination of tissue 
from a diverticulum showed that the mucosa was ulcerated and 
infiltrated with acute giant inflammatory cells. The ulcerated 
area showed a very dense formation of fibrous tissue in its floor 
and walls and a cellular reaction involving lymphocytes, plasma 
cells, and histiocytes. The lymphocytes tended to be arranged in 
small collections. Only an occasional polymorph was noted. 
Yeast-like bodies were scattered throughout the lesion but were 
not related to the lymphoid collections; they seemed to be com- 
pletely absent in some areas but fairly numerous in others. They 
stained a faint red with hematoxylin and eosin, and with this 
stain were almost indistinguishable from the surrounding tissues. 
When stained by Mallory’s eosin method for actinomyces,* how- 
ever, they showed up clearly as homogenous dark blue circular 
bodies, most of them 7 to 8 » in diameter. Sections from several 
parts of the lesion all showed the same picture. The diagnosis 
was actinomycotic diverticuloma of the sigmoid colon. The 
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patient’s course after operation was uneventful, and she was 
discharged from the hospital on the 18th postoperative day. 
After the laboratory established the diagnosis, the patient was 
questioned to ascertain the source of her infection. It was found 
that she had been in the woolen business for the preceding five 
years; before associating herself with the woolen industry she 
had been in excellent health, but soon afterward she noted the 
abdominal symptoms. 
COMMENT 

There are many varieties of actinomyces, some aerobic 
and some anaerobic. The common type that grows on 
grasses and grains is seldom pathogenic to human beings, 
who are usually attacked by the anaerobic or micro- 
aerophilic form of actinomyces. The aerobic form is fre- 
quently saprophytic and can easily be cultured, but the 
pathogenic variety is difficult to grow and is easily killed 
by drying. The common pathogenic species—Actino- 
myces bovis of Wolff-Israel—is often resident in carious 
teeth but has never been found naturally growing outside 
the body. The commonest mode of entry of the fungus 
into the body is through the lining of the alimentary 
canal,’ but the lungs, skin, and possibly the female genital 
tract are occasional routes of entry. Actinomycotic le- 
sions of the colon usually involve the muscular and 
serosal coats of the colon, leaving an intact mucosa. In 





Fig. 2.—Roentgenogram of the affected portion of the sigmoid. The 


mucosal pattern is distorted but not destroyed. A long diverticulum with- 
out a rounded extremity extends into the extrinsic mass. 


the case reported, the external wall was extensively in- 
volved; the mucosa remained intact. 

The evaluation of chemotherapeutic measures, partic- 
ularly those using sulfonamide drugs and penicillin, is 





3. Mallory, F. B.: Pathological Technique: A Practical Manual for 
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formance of Autopsies and for Microphotography, Philadelphia, W. B 
Saunders Company, 1938. 


246 DEATH DURING INFANCY—SPAIN ET AL, 


difficult, and many years will probably elapse before an 
accurate appraisal can be made.* Meleney ° in a review 
of this subject points out some of the important factors 
involved in this difficulty, which include duration of the 
illness, the extent and location of the infection, surgical 
procedures and treatment, mixtures of organisms, and 
the problem of local and general immunity. Despite the 
nonuniformity of these factors in cases reported, how- 
ever, a survey of the literature leaves little doubt that a 
definite advance in therapy has been made with the addi- 
tion of sulfonamide drugs and penicillin to the surgical 
armamentarium.® This disease, which only a few years 
ago was reported as “uniformly fatal or nearly so,” has 
been reduced to a condition that, although still serious, 
now Offers considerable hope of recovery and good health 
to those affected.‘ 


3302 Pacific Ave. 


4. Campbell, D. A., and Bradford, B., Jr.: Actinomycosis of the 
Thorax and Abdomen, Arch. Surg. 57: 202 (Aug.) 1948. 

5. Meleney, F. L.: The Difficulty of Evaluating Drug Treatment in 
Surgical Infections, J. A. M. A. 124: 1021 (April 8) 1944. 

6. Wangensteen, O. A.: The Role of Surgery in the Treatment of 
Actinomycosis, Ann. Surg. 104: 754 (Oct.) 1936. Lyons, C.; Owen, C. R., 
and Ayers, W. B.: Sulfonamide Therapy in Actinomycotic Infections, 
Surgery 14:99 (July) 1943. Walker, S. M., and Hamilton, J. W.: The 
Treatment of Actinomycosis with Penicillin, Ann. Surg. 121: 373 (March) 
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POSSIBLE FACTOR IN SUDDEN 
AND UNEXPECTED DEATH 
DURING INFANCY 


David M. Spain, M.D. 

Victoria A. Bradess, M.D. 

and 

Irving J. Greenblatt, Ph.D., Brooklyn, N. Y. 


It has been estimated that each year in the United 
States several thousand young infants in apparently good 
health die suddenly and unexpectedly. These deaths have 
been attributed by different observers to accidental me- 
chanical suffocation, enlargement of the thymus, adrenal 
hormone imbalance, and various forms of infection such 
as interstitial pneumonitis or focal bronchopneumonia.' 
Only a diagnosis of infection, particularly that of the 
upper and lower respiratory tracts, appears to have any 
validity in the vast majority of these cases. However, 
careful investigation into the circumstances surrounding 
these cases and detailed gross and histological post- 
mortem examination have as yet failed to adequately 
explain the suddenness of these deaths as well as the ab- 
sence of any significant symptoms. The usual history is 
that a healthy infant between 12 and 342 months of age 
has been put to bed in a crib or carriage and several hours 
later is found dead. 





From the Department of Laboratories and the Messinger Research 
Laboratories of the Beth-El Hospital, Brooklyn, and the Medical Exam- 
iner’s Office of the Department of Laboratory and Research of West- 
chester County, Valhalla, N. Y. 
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In the past four years, we have had the opportunity 
of studying 52 consecutive instances of sudden and un 
explained deaths in infants of this age group. The on! 
significant postmortem findings were those of occasiona 
foci of inflammation, particularly in the upper and lowe: 
respiratory tract. Less frequently there were inflamma 
tory foci in other sites. These areas of inflammation on 
occasion appeared similar to those seen in the histolog 
ical response to infection produced experimentally in the 
nonimmune animal. There were occasional colonies o! 
bacteria or areas of necrosis present in the lungs and 
other organs and only a sparse surrounding inflammatory 
response, in which mononuclear cells often predomi- 
nated (fig. 1). The peak incidence of these deaths was 
during the winter and early spring months. These are the 
months in which respiratory infections are most prev- 
alent. Thirty-six of the 52 cases occurred during this 
period, while the remaining 16 occurred during the late 
spring and summer months. The age distribution (fig. 2 ) 
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Fig. 1.—Photomicrograph (hematoxylin and eosin stain) showing area 
of necrosis with scant surrounding inflammatory reaction on the larynx 
of an infant who died suddenly and unexpectedly. 


reveals a peak incidence between 2 and 3 months. Only 
one case occurred in infants under 1 month and only 
two in infants over 5 months. Thirty-four cases occurred 
in male infants and 18 in female infants. These figures 
are in general agreement with those reported by others. 

It is known that during the first few months of life an 
infant is dependent on the antibodies received during 
fetal life from its mother. These antibodies usually dis- 
appear by the second or third month, and the infant 
begins his own synthesis of antibodies. Although there is 
no direct parallel between antibody and serum gamma 
globulin levels, it has been demonstrated that the serum 
gamma globulin level is at a peak level at birth and de- 
clines rapidly to a low level at 2 and 3 months of age.’ 
The age between 2 and 3 months, therefore, is a critical 
and transitional period in regard to the antibody and 
immune mechanisms of the infant. Because the period 
of most frequent incidence of deaths in these infants co- 
incides with this period, because most of the cases occur 
during the time of the year when respiratory infections 
are prevalent, and because there are scattered foci of 
inflammation in the respiratory tract and in other sites 
that often resemble the response seen in a nonimmune 
animal, we decided to begin a study of the gamma glob- 
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ulin levels in the postmortem serum of the patients that 
came to our attention. 

The gamma globulin levels in the postmortem serums 
f five infants have been determined. Two infants served 
as controls. The first, 6 weeks old, died of proved acci- 
dental mechanical suffocation, and the second, 11 weeks 


NO. OF CASES 
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Fig. 2.—Age of infants in 52 instances of sudden, unexpected death. 


old, died of hydrocephalus. Serum was obtained three 
and six hours after death, respectively, and the Longs- 
worth-Schlieren scanning method was used. In these two 
infants the gamma globulin levels were 600 mg. per 100 
cc. and 590 mg. per 100 cc. respectively. These are nor- 
mal determinations for this age period. The other three 
infants were 6, 9, and 5 weeks old and had been in ap- 
parently good health. All were put to bed and found sev- 
eral hours later dead in their cribs. There was no evidence 
of accidental mechanical suffocation. The infants were 
normal at birth and gained the usual amount of weight, 
and at the time of postmortem examination they were 
well developed and well nourished. The only significant 
findings at autopsy were some evidence of acute inflam- 
mation in the upper respiratory tract, as well as a few 
scant foci of inflammatory cells around the bronchioles. 
Serum was obtained within six hours after death, and the 
gamma globulin levels were 150 mg., 183 mg., and 180 
mg. per 100 cc. respectively. These are regarded as def- 
initely below normal even for this age period. 

It is therefore possible that an important factor in the 
inability of these infants to respond to an infection in the 
usual way may be dependent on a deficiency in antibodies 
as well as gamma globulin. Although it is hazardous to 
speculate on the basis of the findings in a few cases, par- 
tial substantiation for this view is obtained from the re- 
ports of Bruton and of Janeway, Apt, and Gitlin on a 
condition described as agammaglobulinemia.* They re- 
ported on several children who did not respond favor- 
ably to the antibiotic treatment of infections. It was found 
that these children had abnormally low serum gamma 
globulin levels. The infection cleared after injections of 
gamma globulin. 

This report is presented so that others having access 
to similar cases of infant deaths will take steps to deter- 
mine the serum gamma globulin levels. If the above- 
described finding and thesis should be substantiated, the 
routine injection of small amounts of gamma globulin 
in young infants might possibly prevent a substantial 
number of these sudden and unexpected deaths. 
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SUMMARY 

In three infants who died suddenly and unexpectedly, 
postmortem serum gamma globulin determinations were 
made and found to be exceptionally low. Postmortem 
determinations in two control infants of the same age 
group showed normal gamma globulin levels. It is sug- 
gested that a lowered antibody level or gamma globulin 
level or both may be an important factor in many of these 
sudden and unexpected deaths occurring during infancy. 


Linden Blvd. and Rockaway Parkway (Dr. Spain). 


3. Bruton, O. C.: Agammaglobulinemia, Pediatrics 9:722, 1952. 
Janeway, C. A.; Apt, L., and Gitlin, D.: Agammaglobulinemia, Tr. A. 
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NITROFURAZONE DERMATITIS 
FOLLOWING COITUS 


Dr. Chakko George, L.R.C.P. and S. (Edinburgh) 
London, England 


Since the introduction of nitrofuran, derivatives as 
bacteriostatic agents, many cases of cutaneous sensi- 
tivity reactions to this group of drugs have been reported 
in the literature. Nitrofurazone (Furacin [5-nitro-2-fur- 
aldehyde semicarbazone]) is one member of this group 
that has been widely used during the last few years. The 
following case is reported as being of particular interest 
because of the rather unusual mode of accidental con- 
tact to the drug. 

REPORT OF A CASE 

A 32-year-old white man, a welder, was admitted to the 
University Hospitals, March 3, 1952, with the chief complaint 
of reddening, itching, and swelling of the scrotum and penis. 
Examination revealed fairly well demarcated areas of erythema 
confined to the inner thighs, the penis, scrotum, and pubis, the 
perianal areas, the lower flanks, and both hands in an otherwise 
healthy person. All the involved areas were edematous. Match- 
head-sized vesicles, red acuminate papules, and a few yellow- 
topped pustules were scattered over the afflicted areas (fig. 1). 
The penile skin was swollen to double its normal size, and the 
entire coronal margin (the patient had been circumcised) was 





Fig. 1.—Areas afflicted with nitrofurazone dermatitis. 


studded with hemiglobular lentil-sized vesicles, some intact and 
others ruptured, leaving raw denuded areas. 

The patient’s wife was convalescing from an operation for 
repair of the perineal floor and three days previously on medical 





Dr. Harold N. Cole gave permission to report this case. 
1. Hill, W. R., and Flood, W. E.: Dermatitis Following the Use of 


Nitrofurazone, A. M. A. Arch. Dermat. & Syph. 57:124-128 (Jan.) 1948. 
Richter, I. H., and Manocchio, A. C.: Sensitivity to Furacin, New York 
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advice, had started using nitrofurazone vaginal suppositories. 
rhe patient had coitus with her for the first time in some weeks 
while she was still using the suppository. Within a few hours 
of coitus, he experienced a burning and itching of the penis. 
Notwithstanding, coitus took place on two following days, each 
time with greater discomfort. 





Fig. 2.—Negative patch test of patient. 


A patch test made on the patient’s left upper arm with the 
suppository produced a vesicular and erythematous reaction. A 
week later, however, a patch test (fig. 2) made with a vaginal 
smear taken from the wife was negative. At this time, the nitro- 
furazone medication had been discontinued for some days. With 
baths in a 1:10,000 soiution of potassium permanganate twice 
daily, frequent applications of 1% aluminum acetate compresses, 
and with suitable sedation, the lesions dried up and scaled, and 
the patient was discharged in nine days. It took, however, eight 
weeks of treatment that included judicious use of x-ray therapy 
before the erythema and pruritus subsided and the patient could 
return to work. 


1352 Hanna Bldg., Cleveland 15 (Dr. H. N. Cole). 





Hyperventilation Syndrome.—It has been estimated that 30% 
of patients visiting the office of a general practitioner have com- 
plaints which are due to hyperventilation. . . . The syndrome 
can be mild and recurrent, of low grade chronicity, or severe 
and sudden in onset. Usually an anxiety state or “fear reaction” 
will initiate a progression of symptoms which may be limited 
to mild attacks of dizziness, weakness, or headache, or may 
develop into tetany, shock, and semicoma. . . . The physiologic 
basis for the hyperventilation syndrome is overbreathing that 
causes a decrease in the alveolar concentration of carbon di- 
oxide, a lowered carbon dioxide of the blood, diminished plasma 
bicarbonate, elevation of the plasma pH, and alkalosis. Most 
patients are totally unaware of the disturbed respiratory rhythm, 
but some voluntarily hyperventilate to relieve a periodic sensa- 
tion of suffocation. The early symptoms are undoubtedly 
caused by the effect of the altered pH of the blood on the tissues. 
. . —Capt. R. L. Berger, MC, U.S.A., Hyperventilation Syn- 
drome, United States Armed Forces Medical Journal, May, 
1954. 








J.A.M.A., Sept. 18, 1954 





DIAGNOSTIC PROBLEMS 





PRESENTATION OF CASE 
Edwin F. Hirsch, M.D., Chicago 


A white woman, aged 27, entered St. Luke’s Hospita 
Dec. 1, 1951. In July, 1949, she had had a severe loca! 
ized pain in the right shoulder. Aspirin afforded tem 
porary relief, but the pain recurred in May, 1950, and 
again, temporarily, responded to aspirin therapy. Several! 
weeks later she had a radiating pain extending down 
her right arm to the wrist and intermittently spreading 
to the scapula and the neck regions. She also had had a 
gradual loss of weight during this time. In June, 1950. 
she was admitted to the hospita! for diagnosis, and 
roentgenograms at that time disclosed a destruction of 
the cortex in the proximal end of the right humerus 
with osteoblastic tissues along the lateral surface. A 
biopsy of the lesion led to a surgical resection of the 
proximal third of the right humerus, and a bone graft 
from the right tibia was used to bridge the defect. 
The patient was given 4,800 r to the right humerus 
shortly after being discharged. In July, 1951, she re- 
ceived 2,860 r to the chest within four weeks. When she 
returned to the hospital on Dec. 1, 1951, she was se- 
verely dyspneic, requiring oxygen inhalation, and had 
a moderate epistaxis, controlled by nasal packs. 

Physical Examination.—The patient’s blood pressure 
was 100/82 mm. Hg, pulse 118, and respirations 54 
per minute. The temperature was 99.8 F. The patient 
had severe dyspnea and marked epistaxis. Moist rales 
were heard in both lungs. 

























Fig. 1.—Metastatic sarcoma nodule in the upper lobe of the left lung 


Laboratory Findings.—The blood had 3,180,000 
erythrocytes and 1,000 leukocytes per cubic millimeter, 
with a differential count of 88% neutrophils, 2% band 
cells, 9% lymphocytes, and 1% monocytes. The hemo- 
globin was 8.4 gm. per 100 cc. 

Course.—Although the patient received oxygen ther- 
apy, her dyspnea increased, her pulse became more 
rapid, and she died on Dec. 3, 1951. 























1), 


nm 
he 
e- 


ad 


re 
54 
nt 











ol. 156, No. 3 


ANATOMIC DIAGNOSIS 
Extensive metastatic osteogenic sarcoma of the lungs 
ad left erector spinae muscles; old surgical resection 
the proximal third of the right humerus with bone 
oraft and metal plate fixation; bilateral fibrous and fibri- 
nous pleuritis; marked edema and hyperemia of the 
lungs; and acute serofibrinous pericarditis. 

The body of this young woman weighed 125 Ib. (56.7 
ko.) and was 160 cm. long. There was a pathological 
fracture of the upper third of the right humerus, and in 
the skin over the anterior and upper portion of this area 
was an old linear scar, the result of the surgical resec- 
tion. A bone graft 5.5 cm. long extended to the man- 
dibular fossa of the scapula, and at the lower end, just 
above a metal plate joining the original graft to the distal 





Fig. 2.—The surfaces made by longitudinal section of the resected upper 


segment of the right humerus. Note the growth of the osseous sarcoma in 
the shaft and head of the humerus. 


end of the femur, it was broken. Both pleural spaces 
were obliterated by fibrous adhesions. In the parietal 
pleura on the right side anteriorly at the level of the first 
to third ribs was a mass of soft hemorrhagic gray-brown 
tissue measuring 8 by 3 by 3.5 cm. The pericardial sac 
contained a large amount of turbid yellow fluid. The 
lining and the epicardium were covered with a fibrinous 
exudate. The right lung, which was markedly consoli- 
dated, weighed 700 gm. and the left, 750 gm. In the 
‘interior upper portion of the right lung corresponding 
to the pleural mass mentioned was a solid tissue mass 
measuring 10 by 8 by 5 cm. Portions of this were soft, 
brown, and necrotic, and about two-thirds had the hard- 
ness of bone. Another mass in the lower portion of the 
upper lobe measured 9 by 8 by 4 cm., and a third mass 
1 the lower lobe was 6.5 cm. in diameter. The pulmo- 
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nary tissue about these tumors was edematous and hy- 
peremic and contained smaller tumors. The upper lobe 
of the left lung contained a hard mass 5 cm. in diameter 
(fig. 1), and in the base of the lower lobe was another 
measuring 6 cm. in its maximum diameter. The left lung 
contained many more small, hard nodules. A metastatic 
tumor measuring 4 cm. in diameter was found in the 
left erector spinae muscles just below the costal margin, 
and one measuring 8 mm. in diameter was found in the 
upper pole of the right kidney. 

The biopsy specimen removed before resection of the 
upper end of the right humerus was diagnosed as osteo- 
genic sarcoma, and the proximal third of the humerus 
was removed. On the lateral surface of this segment be- 
ginning just below the joint capsule was a swelling of the 
bone 6 cm. in diameter and elevated 2 cm. Longitudinal 
hemisection of the bone disclosed that the marrow here 
was replaced by hard, ivory-like tissues that extended 
through the shaft a total distance of 8 cm. The growth 
of this tissue was entirely beneath the cortex (fig. 2) and 
extended to | cm. above the distal end of the shaft. 
Histologically these tissues consisted of dense hyaline 
branched and interwoven bands with interstices contain- 
ing atypical mesoblastic cells, some of them giant cells, 
others spindle-shaped with several nuclei, and still others 
angulated and polymorphous with a little cytoplasm 
and a large vesicular nucleus. The hyaline material did 
not have the structural details of bone. 

The metastatic tumor tissues obtained at autopsy 
from the lungs and elsewhere resembled those of the 
growth in the resected portion of the right humerus. 
Portions of the tumors had some of the tissue structures 
of bone. 


COMMENT 
E. Lee Strohl, M.D., Chicago 


It is estimated that a bone sarcoma develops in one out 
of every 100,000 persons in the United States. Assuming 
that about 85% are of the osteogenic type, and with a 
current population of 160 million it is conjectured that 
there are roughly 1,400 persons with sarcoma in this 
country at any given time. The site of origin is the meta- 
physeal region of major long bones. The commonest sites 
are the lower femur, the upper humerus, and the upper 
tibia. The lesion is essentially one of youth, and the ratio 
of males to females is 5:3. There is a wide variation in 
the rate of growth, the degree of bone destruction, and 
the severity of symptoms. Pain is the earliest symptom. 
At first it is insidious, of a fleeting and transitory type. 
Later it becomes persistent and severer. 

The diagnosis is established by the history, physical 
examination, roentgen examination, and laboratory stud- 
ies, including serum phosphatase levels. A biopsy, either 
surgical or aspiration, is indicated before a decision re- 
garding treatment is reached. The form of treatment will 
vary with the extent of the lesion, the age of the patient, 
and other variable factors. Permanent cure is obtained 
oftener with amputation than by other methods of treat- 
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ment. With evidence of widespread or distant metastases, 
amputation should not be considered. 

In this presentation one notes the onset of pain in the 
right shoulder, relieved by aspirin. It was not until one 
year later that diagnostic attempts were made by x-ray 
and biopsy. The lapse of one year between the onset of 
symptoms and the establishment of a diagnosis pre- 
cluded success with any form of treatment that would 
have been successful in this patient. It is doubtful that 
x-ray treatment should ever be used alone. In this patient 
it was of no value. 
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Levorphanol Tartrate.—Levo-Dromoran Tartrate (Hoffmann-La- 
Roche).—Ci;H.:NO.C,Hs.2H2O.—M.W. 443.48.—/-3-Hydroxy- 
N-methylmorphinan tartrate dihydrate-—The structural formula 
of levorphanol tartrate may be represented as follows: 
N-CH 
*. os ae Va 
* HO-C-C-C-C—OH * 2H20 
7 H OH 


HO 

Actions and Uses.—Levorphanol tartrate, a potent, synthetic 
analgesic related chemically and pharmacologically to morphine, 
produces a similar intensity of analgesia in much smaller doses 
and seems to be somewhat longer-acting. Available experimental 
evidence indicates that the toxicity of levorphanol roughly paral- 
lels its analgesic activity. With corresponding analgesic doses, 
its margin of safety is approximately equal to that of morphine. 

Levorphanol tartrate is useful for the relief of severe pain and 
may be employed for the management of intractable pain caused 
by cancer and other tumors, severe trauma, biliary and renal 
colic, gangrene, and myocardial infarction. It is also useful for 
preoperative medication and postoperative relief of pain. 

Levorphanol tartrate produces side-effects similar to those of 
morphine, except that it is less likely to cause constipation. 
Pruritis or sweating occurs infrequently. Nausea, emesias, and 
dizziness occur more commonly in ambulatory patients, as 
occurs with the use of other narcotic analgesics. The contra- 
indications are the same as for morphine. Because the drug 
exhibits an addiction liability similar to that of morphine, the 
same precautions should be observed as for other addicting 
analgesics. 

Dosage.—Levorphanol tartrate is administered either orally or 
subcutaneously. The recommended average adult dose is 2 to 
3 mg. Dosage may be subject to adjustment, in accordance with 
the age and weight of the patient, the severity of pain, and the 
development of tolerance. As with other addicting analgesics, 
initial dosage should be as low as possible in the management 
of intractable pain to delay the development of tolerance. 


Tests and Standards.— 

The following tests and standards apply to the hydrated material unless 
otherwise specified. 

Physical Properties: WLevorphanol tartrate is a white, odorless, bitter, 
crystalline powder, m.p. 114-116°. It is very slightly soluble in chloroform 
and ether. The approximate amounts that dissolve at 25° in the following 
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solvents to form 100 ml. of solution are 0.9 gm. in alcohol and 2 gm 
ether, Levorphanol tartrate is stable to light, air, heat, and moisture. 1} 
PH of a 0.2% solution is 3.4-4.0. 

Identity Tests: Dissolve about 10 mg. of sodium molybdate in 10 mI 
sulfuric acid. Place about 1 mg. of levorphanol tartrate on a spot plat 
and add 5 drops of the molybdate solution: the solution turns bi; 
(distinction from methorphinan hydrobromide that turns greenish yello 

Add about 2 drops of 40% formaldehyde to 3 ml. of sulfuric aci 
Place about 1 mg. of levorphanol tartrate on a spot plate, and add § dro; 
of the formaldehyde solution: the solution turns brownish yellow. Dilu 
the solution with about 1 ml. of water: it turns greenish yellow. 

Suspend about 5 mg. of levorphanol tartrate in 1% resorcinol 
sulfuric acid, and warm gently: a red color develops (presence of tartrat: 

The specific rotation, [a]25,p, of a solution containing 0.75 gm. 
anhydrous levorphanol tartrate in 25 ml. of water is —15.4 to —16.2°, 

A 0.006% alcoholic solution of levorphanol tartrate exhibits ultraviolet 
absorption maxima at about 220 and 282 mu [specific absorbanc 
E(1%,1 cm.), about 58] and a minimum at about 245 mu. 

Purity Tests: Dry about 1 gm. of levorphanol tartrate, accurate! 
weighed, in a vacuum at 105° for 6 hours: the loss in weight does n 
exceed 9%. 

Char an amount of levorphanol tartrate, acurrately weighed, equivalent 
to about 0.5 gm. of anhydrous levorphanol tartrate, cool the residue, add 
1 mi. of sulfuric acid, heat cautiously until evolution of sulfur trioxide 
ceases, ignite, cool, and weigh: the amount of residue is negligible. 

Assay: (Levorphanol) Transfer to a 125 ml. separatory funnel an amount 
of levorphanol tartrate, accurately weighed, equivalent to about 0.2 gm 
of anhydrous levorphanol tartrate, dissolve it in 20 ml. of water, add 
1 gm. of sodium bicarbonate, and shake carefully. Extract the liberated 
base with eight 25 ml. portions of a 1:3 chloroform-ether mixture, and 
combine the extracts in a 250 ml. separatory funnel. Wash the extracts 
with three 5 ml. portions of water. Reextract the wash solution with 
two 10 ml. portions of chloroform-ether, adding these extracts to the 
combined chloroform-ether extracts. Add exactly 10 ml. of 0.1 A 
hydrochloric acid to the extract, shake thoroughly for 2 minutes, and 
transfer the aqueous layer to a 125 ml. Erlenmeyer flask. Add two 5 ml 
portions of water to the chloroform-ether, and, without shaking, transfer 
the aqueous layer to the acid extract. Wash the chloroform-ether with 
four 10 ml. portions of water, combining the washings with the acid 
extract. Titrate the excess acid with 0.1 N sodium hydroxide, using 2 
drops of methyl red T.S. as an indicator. Each milliliter of 0.1 N hydro- 
chloric acid consumed is equivalent to 0.02574 gm. of levorphanol and 
0.04075 gm. of anhydrous levorphanol tartrate. The amount of levorphano] 
is not less than 62.2 or more than 64.1%, equivalent to not less than 
98.5 or more than 101.5%. 


Dosage Forms of Levorphanol Tartrate 

SOLUTIONS. Physical Properties: The pH of the 0.2% solution 1s 
3.9-4.7. 

Identity Tests: In the case of solutions containing phenol, evaporate to 
dryness on a steam bath an amount of solution equivalent to 8 mg. of 
levorphanol tartrate. Add 3 ml. of water, and again evaporate the solution 
to dryness. Repeat the addition of water and evaporate twice more. 
Transfer the residue to a 100 ml. volumetric flask with the aid of alcohol, 
and fill to the mark with alcohol. The solution responds to the spectro- 
photometric identity test for the active ingredient in the monograph for 
levorphanol tartrate. 

In the case of solutions containing parabens, extract an amount of 
solution equivalent to 8 mg. of levorphanol tartrate with four 10 ml. 
portions of ether. Separate the aqueous layer and ¢vaporate it to dryness 
on a steam bath. Transfer the residue to a 100 ml. volumetric flask with 
the aid of alcohol, and fill to the mark with alcohol. The solution 
responds to the spectrophotometric identity test for the active ingredient 
in the monograph for levorphanol tartrate. 

Assay: (Levorphanol) Transfer to a 125 ml. separatory funnel a volume 
of solution, accurately measured, equivalent to about 50 mg. of anhydrous 
levorphanol tartrate. Add 5 ml. of 5% sodium bicarbonate, and extract 
the liberated base with six 20 ml. portions of 1:3 chloroform-ether. Wash 
the combined extracts with two 5 ml. portions of saturated sodium 
chloride. Add exactly 10 ml. of 0.02 N hydrochloric acid to the extract, 
shake thoroughly for 2 minutes, and transfer the aqueous layer to a 
125 ml. Erlenmeyer flask. Add two 5 ml. portions of water to the 
chloroform-ether, and, without shaking, transfer the aqueous layer to the 
acid extract. Wash the chloroform-ether with four 5 ml. portions of 
water, and combine the washings with the acid extract. Titrate the 
excess acid with 0.02 N sodium hydroxide, using 2 drops of methyl red 
T.S. as an indicator. Each milliliter of 0.02 N hydrochloric acid con- 
sumed is equivalent to 0.008148 gm. of anhydrous levorphanol tartrate 
The amount of anhydrous levorphanol tartrate is not less than 93 or more 
than 107% of the labeled amount, calculated to the anhydrous basis. 

TaBLeETs. Identity Tests: Powder 10 tablets, and transfer the powder 
to a 250 ml. Erlenmeyer flask. Add 50 ml. of alcohol, shake for 15 
minutes, and filter. Pipet into a 100 ml. volumetric flask an amount of 
filtrate equivalent to about 10 mg. of levorphanol tartrate, and fill to the 
mark with alcohol. The solution responds to the spectrophotometric 
identity test for the active ingredient in the monograph for levorphanol 
tartrate. 

Assay: (Levorphanol Tartrate) Weigh 20 tablets and powder them. 
Transfer to a 100 ml. volumetric flask an amount of powder, accurately 
weighed, equivalent to about 12 mg. of levorphanol tartrate dihydrate 
(about 11 mg. of anhydrous levorphanol tartrate), add 20 ml. of diluted 
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sulfuric acid and 50 ml. of water, and shake the flask for 15 minutes. 
Fill to the mark with water and mix. Centrifuge a portion of the mixture 
for 5 minutes at 2,000 rpm. Transfer to a 50 ml. glass-stoppered centri- 
fuge tube labeled “‘sarnple” 10 ml. of the clear supernatant liquid. To a 
second centrifuge tube labeled “‘standard,”’ add 10 ml. of standard levor- 
phanol tartrate solution. (In a 1,000 ml. volumetric flask, dissolve 0.12 gm. 
of leverphanol tartrate dihydrate-N.N.R., accurately weighed, in 200 ml. of 
diluted sulfuric acid. Dilute to the mark with water and mix. Pipet 10 ml. 
of the solution into a 100 mi. volumetric flask, dilute to the mark with 
water, and mix.). To the third centrifuge tube add 10 ml. of water. To 
each tube add 5 ml. of buffer (17 gm. of potassium dihydrogen phosphate, 
105 ml. of 1 N sodium hydroxide, and enough water to make 500 ml.). 
Shake the tubes gently. Then add 5 ml. of bromothymol blue. (Grind 
in a small mortar 0.1 gm. of bromothymol blue with 16 ml. of 1 N 
sodium hydroxide. Transfer the solution to a 400 ml. beaker, and dilute 
to about 200 ml. with water. Boil the solution for about 30 sec. with 
constant stirring. Cool and dilute to 250 ml. Filter the solution if neces- 
sary.) To each tube add 20 ml. of benzene, accurately measured. Shake 


- the tubes vigorously for about 2 minutes, and centrifuge at 2,000 rpm. 


for 2 minutes. Without disturbing the aqueous layer, transfer by means 
of a syringe at least 13 ml. of each benzene layer to 50 ml. Erlenmeyer 
flasks. Pipet 10 ml. of each of the benzene solutions into three 125 ml. 
separatory funnels, properly labeled. To each separatory funnel, add 
40 ml. of benzene and 20 ml. of 0.02 N sodium hydroxide, accurately 
measured. Shake the funnels vigorously for 1 minute. Separate the 
aqueous layers, centrifuge at 2,000 rpm. for 2 minutes, and spectro- 
photometrically determine the absorbancies in 1 cm. cells at 610 mau, 
using the solution of zero concentration as the blank. The weight of 
levorphanol tartrate dihydrate in milligrams per tablet = (absorbancy of 
sample < wt. of standard in mg. x average wt. of tablet in mg.) + 
(absorbancy of standard x wt. of sample in mg. x 10). Each milligram 
of the dihydrate is equivalent to 0.9188 mg. of anhydrous levorphanol 
tartrate. The amount of anhydrous levorphanol tartrate is not less than 
93 or more than 107% of the labeled amount calculated to the anhydrous 


basis. 
Hoffmann-LaRoche, Inc., Nutley, N. J. 

Solution Levo-Dromoran Tartrate: 1 cc. ampuls and 10 cc. 
vials. A solution containing 2 mg. of levorphanol tartrate di- 
hydrate in each cubic centimeter. Ampul solutions are preserved 
with 0.18% methylparaben and 0.02% propylparaben; vials 
solutions are preserved with 0.5% phenol. 

Tablets Levo-Dromoran Tartrate: 2 mg. Each tablet contains 
2 mg. of levorphanol tartrate dihydrate. U. S. patent 2,524,855. 
U. S. trademark 540,115. 


Calcium p-Aminosalicylate—The structural formula for cal- 
cium p-aminosalicylate may be represented as follows: 
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Actions and Uses.—Calcium p-aminosalicylate shares the 
actions and uses of p-aminosalicylic acid and sodium p-amino- 
salicylate. See New and Nonofficial Remedies under the mono- 
graph on p-aminosalicylic acid. Calcium p-aminosalicylate has 
no established advantage over the sodium salt, except that it can 
be administered to patients on a sodium restricted diet. Its 
therapeutic activity is considered equal to that of sodium 
p-aminosalicylate. The incidence of gastric intolerance or other 
side-effects has not been shown conclusively to be less with the 
calcium than with the sodium salt. 

Dosage.—Calcium p-aminosalicylate should be administered 
orally, and the dosage should not be less than that usually 
recommended for the acid or for the sodium salt: 12 to 15 gm. 
daily, divided into not less than three equal doses of 4 to 5 
gm. each, given every eight hours, before or preferably between 
meals. Theoretically, the dose of the hydrated calcium salt 
should be about 25% larger than the usual dose of the acid to 
provide an equivalent amount of the drug, whereas the hydrated 
sodium salt would require only a 15% larger dose than the acid. 
However, a total daily dose of 15 gm. of the sodium p-amino- 
salicylate yields about 1.6 gm. of sodium that makes the sodium 
salt unsuitable for p-aminosalicylic acid therapy in patients who 
are required to restrict sodium intake. 

Fine Chemicals Division, American Cyanamid Company, 
Princeton, N. J. 


Powder Calcium Para-Aminosalicylate: Bulk; for manufactur- 
ing or compounding use. 
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APPARATUS ACCEPTED 


The following additional products have been accepted as con- 
forming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for inclu- 
sion in Apparatus Accepted. A copy of the rules on which the 
Council bases its action will be sent on application. 


RALPH E, De Forest, M.D., Secretary. 


Unex Hearizg Aid, Model TR-3D 


Nichols and Clark, Inc., Hathorne, 
Mass. 


The Unex Hearing Aid, Model TR- 
3D, is a tubeless instrument that con- 
tains three transistors and uses one 1.25 
volt cell, referred to as an “energy cap- 
sule.” The body of the instrument meas- 
ures 54 by 41 by 14 mm. and weighs 
37.3 gm. The battery weighs 3.6 gm., 
the earphone 7.7 gm., and the receiver 
cord 2 gm., making the total weight 
50.6 gm. 

The volume control is combined with 
the on-off switch; there is no tone con- 
trol. The tone and power performance 
can be modified by choosing from eight possible receivers. 








Unex Hearing Aid, 
Model TR-3D 


Panacoustic Pure Tone Screening Audiometer, Model A-500 
U. S. Recording Co., 1121 Vermont Ave., N. W., Washington 
$, 3... 

The Panacoustic Audiometer, Model A-500, is a pure tone 
screening audiometer. It is intended to meet the need for a 
small desk top instrument to test a subject’s pure tone hearing 
loss as a function of frequency 
within the accepted range for 
screening devices of this type. 
The frequency selecting dial 
enables the operator to choose 
500, 1,000, 2,000, 3,000, 4,000, 
or 6,000 cps. The output dial 
e- —< a is graduated to read directly in 

% ——— ’ decibels of hearing loss, with 
Bi aE - detented steps of 5 db. per step 

Panacoustic Pure Tone Screening and a range from -10 to +70 
Audiometer, Model A-500 db. with respect to average 
normal threshold. 

The instrument requires 60 cycle alternating current at 110 
to 115 volts and draws 20 watts. Unpacked it measures 27 
(height) by 26 by 14 cm. (10% by 10% by 5% in.) and weighs 
5 kg. (11 Ib. 3 0z.). Packed for shipment it measures 40 by 33 
by 19 cm. (16% by 13 by 7% in.) and weighs 8.2 kg. (18% 
Ib.). The shipping weight includes a standard diagnostic air 
conduction receiver (earphone), dummy receiver, and a pad of 
blank audiogram charts. The complete equipment is housed in 
a carrying case. 





— 


Acousticon Hearing Aid, Medel A-330 


Dictograph Products Inc., 95-25 149th 
St., Jamaica 35, Long Island, N. Y. 

The Acousticon Hearing Aid, Model 
A-330, is a tubeless instrument that con- 
tains three transistors. Its power supply 
is a 1.25 volt mercury cell which weighs 
4 gm. The body of the instrument meas- 
ures 63 by 44 by 20 mm. and weighs 68 
gm. The earphone weighs 10 gm. and the 
receiver cord 2 gm., making the total 
weight 84 gm. 








Acousticon Hearing 
Aid, Model A-330 
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MULTIPLE SCLEROSIS 


Multiple sclerosis is one of the commonest organic dis- 
eases of the nervous system and is being recognized in the 
United States with ever-increasing frequency. About 
250,000 persons in this country suffer from this disease.* 
It is characterized by central nervous system demyelini- 
zation the cause of which is unknown. A vitamin or 
mineral deficiency, infection with a virus, a glandular 
disturbance, or an allergy have been suggested as the 
cause, but no conclusive evidence of any of these theories 
has yet been advanced. It develops as an acute disease 
without warning in young adults and runs an intermittent 
course characterized by exacerbations at intervals of 
weeks, months, or years. These recurrent attacks may 
last a few days or several months. In some patients com- 
plete disability results, and in others the process becomes 
arrested.* 

Charcot’s triad, consisting of scanning speech, nystag- 
mus, and intention tremors, is of no practical diagnostic 
value because it is usually seen in patients with far- 
advanced disease and may never occur in some patients. 
The early symptoms are extremely varied and depend on 
the portion of the nervous system involved. Because of 
the remissions, many patients are considered neurotic 
in the early stages of the disease, but recurrence of weak- 
ness or paresthesia in one or more extremities, diplopia, 
or unilateral blurred vision, vertigo, changes in emo- 
tional balance, a spastic or ataxic gait, or loss of bladder 
control and possibly nystagmus, pallor in the temporal 
half of the optic disk, loss of abdominal reflexes, or a 
Babinski sign should lead to the correct diagnosis. The 
managing physician should, however, maintain at all 
times a challenging attitude toward this diagnosis. Once 
such a diagnosis has been made it is difficult for a physi- 
cian seeing the patient for the first time at a later date 
to disavow the earlier diagnosis because a changing clin- 
ical picture is characteristic of the disease. Although 
some observers have warned against the use of spinal 
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puncture, pneumoencephalography, and myelography in 
these patients, most physicians who have had a wide ex- 
perience with this disease advocate the use of these meas- 
ures in order to rule out multiple sclerosis if possible. 
Furthermore they believe that when properly performed 
these procedures will not harm the patient.’ 

Because most patients with this disease live many 
years, the management of the disease offers a real chal- 
lenge for the medical profession. Many drugs have been 
used but with questionable success. Myanesin (3-o- 
toxyl-1,2-propanediol) and d-tubocurarine in oil have 
proved disappointing and are neither safe nor depend- 
able * in treating muscular spasticity; adenosine is help- 
ful in treating some patients with urinary incontinence; 
and gonadotrophic hormones have been tried for pa- 
tients with emotional instability. If a patient has evidence 
of any allergy, it should be treated, but no definite evi- 
dence that multiple sclerosis is an allergic manifestation 
has yet been produced. The aim of treatment is to miti- 
gate the consequences of the disease. This is a task for 
the general practitioner, but he should have the support 
of neurological, ophthalmologic, urologic, orthopedic, 
and physiotherapeutic consultants. Since exacerbations 
may be brought on by excessive physical fatigue, emo- 
tional stress, trauma, infection, general anesthesia, and 
extremes of temperature, appropriate steps should be 
taken to prevent these influences.* 


Although no patient with multiple sclerosis should 
be told that nothing can be done for him, neither should 
he be told that his condition can be cured.’ Frank dis- 
cussion with the patient will prevent his wasting time 
and money in a fruitless search for cure and wiil also 
allow him to make a better psychological adjustment to 
his disease, relieve him of the worry of uncertainty and 
the fear of the unknown, and result in his better coopera- 
tion in his treatment.® Much aid in meeting the problems 
of managing this disease, especially in the matter of phy- 
sical therapy and rehabilitation, may be obtained from 
the National Multiple Sclerosis Society in the form of 
brochures for physicians and for patients in various 
stages of the disease. An attitude of cheerful enthusiasm 
on the part of the physician will be reflected in the pa- 
tient’s progress, and no physician should undertake to 
treat this disease with any other attitude. 


ENDOMETRIOSIS 


Endometriosis is important because of the pain and 
disability it causes and because in many patients it causes 
sterility. The incidence of reported cases is increasing, 
but whether this represents a real increase or is due to 
increased recognition of the condition is not clear. There 
are still conflicting views about its cause and treatment, 
and, although none of them satisfactorily explain the 
cause in all cases, the most popular theory is that some 
endometrial cells during menstruation flow back through 
the oviducts into the pelvic cavity. Experiments on 
monkeys have established the fact that such cells are 
viable and are capable of producing endometriosis.’ This 
theory does not, however, explain the occurrence of 
similar lesions in more distant parts of the body. Accord- 
ing to another theory endometriosis arises from a meta- 
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plasia of the celomic epithelium.* This theory best ex- 
plains the lesions found at some distance from the uterus. 
Since endometrial tissue has often been found in pelvic 
lymph nodes, some believe that viable endometrial cells 
may spread through the lymph channels. Javert * found 
evidence of endometriosis in 6.5% of the pelvic nodes 
removed at laparotomy or autopsy in women, and, if the 
patient had a coexisting pelvic endometriosis, the lymph 
node involvement was 29%. This theory, however, does 
not explain remote lesions. 


Meigs * has attempted to correlate the occurrence of 
endometriosis with the modern tendency to postpone 
marriage and to infrequent childbearing. In support of 
his theory he points out that endometriosis is relatively 
rare in women under 26 years of age and calls attention 
to a higher incidence of endometriosis in a series of con- 
secutive admissions to private rooms compared with 
those to wards. That the patients in private rooms mar- 
ried later and had fewer children, there can be no doubt, 
but Cavanagh ° suggests that the group of ward patients 
was more heavily weighted with admissions for fibroids 
and pelvic inflammatory disease. In a more carefully 
controlled series from the Sloane Hospital for Women 
he found no difference in the incidence of endometriosis 
in patients in private rooms and in wards. Huffman’s 
observations * revealed no definite correlation between 
the extent of endometriosis and the number of preg- 
nancies per patient. Siegler and Bisaccio ° were also un- 
able to confirm Meig’s conclusions. It would seem, 
therefore, that sterility is the result rather than the cause 
of endometriosis in these patients. 

In women in the childbearing period, endometriosis 
is associated with dysmenorrhea, menorrhagia, metror- 
rhagia, low abdominal pain, backache, and dyspareunia, 
but in women who have passed the menopause it is 
asymptomatic. The diagnosis is important because the 
condition is often mistaken for cancer. A shotty cul-de- 
sac is pathognomonic of endometriosis. Tenderness of 
the cul-de-sac and adnexa and enlargement of the ovaries 
and uterus may also be found. Huffman? urges that 
endometriosis be graded as are other tumors and has 
proposed four stages, which he describes. Such a clas- 
sification is useful in determining treatment. Other fac- 
tors to be considered are the age of the patient and 
whether children are desired. Estrogens and androgens 
have been used, but, although they may give some relief 
from symptoms, they are not without danger and when 
their administration is discontinued the symptoms return. 
Surgical removal is the treatment of choice for those 
patients in whom treatment is required, and in young 
women who wish to have children the lesions should be 
dissected out and ovarian and tubal tissues preserved. 
Presacral neurectomy is often included in the operative 
procedure to relieve severe dysmenorrhea.’ Radiation 
with x-rays or radium is used as a last resort for those 
in whom conservative treatment fails or recurrence of 
intestinal and bladder symptoms suggest further involve- 
ment.* Frequently, however, recurrences require no 
treatment. Siegler and Bisaccio observed no significant 
difference in the number of pregnancies resulting from 
conservative treatment, palliative treatment, or no treat- 
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ment in women in the same age groups. As suggested 
by the variety of theories as to the cause of endometriosis, 
different factors may be at work in different patients. 
According to present indications, the treatment of these 
women should be highly individualized. 


NEW RECORD FOR TODAY’S HEALTH 


With the October issue, Today's Health will reach 
a circulation of over 340,000 copies, which is the highest 
circulation figure in its 31 year history as Hygeia or 
under its present title. A substantial part of this increase 
in circulation is due to the diligent efforts of the Wom- 
an’s Auxiliary to the American Medical Association and 
their subscription projects at the national, state, and 
local county level. The Woman’s Auxiliary has devoted 
a great deal of their program to the promotion of sub- 
scriptions, because they recognize that the magazine can 
fulfill its purpose only when it reaches the persons for 
whom it is written. Today’s Health is now found in the 
reception room of more than 103,000 physicians and 
45,000 dentists throughout the United States and pos- 
sessions. These copies are seen by many thousands of 
patients every week. 

The magazine is edited for the lay public and empha- 
sizes their personal need for a family doctor and the 
community’s need to suppress medical fraud and quack- 
ery. The increase in circulation is helping the magazine 
to reach its goal of maximum usefulness to the medical 
profession. The Woman’s Auxiliary is stressing the fact 
that Today’s Health reliably discusses the personal and 
community health needs of the lay public and how to 
meet them adequately. This same fact is being stressed 
by the nation’s leading magazine subscription agencies, 
who have reported a marked increase in interest in the 
magazine during the past months. Schools, colleges, 
woman’s service groups, rural health groups, youth or- 
ganizations, and business and industrial firms are con- 
tinuing to make more use of the magazine in their health 
education programs. A lowered subscription rate is 
available to these groups when they order 10 or more 
copies to be sent to one address, and the same low rate 
applies when 25 or more copies are ordered by one 
group to be sent to the individual home or office address. 
The nation’s railroads, airlines and steamship lines have 
asked for copies to be made available to them, and soon 
Today’s Health wili be found in the lounges of the coun- 
try’s leading passenger carriers. With the increase in new 
readers, there has been a heartening increase in renewal 
orders, which confirms the wider acceptance of the mag- 
azine by the lay public and portends an even larger cir- 
culation in the future. 





2. Huffman, J. W.: External Endometriosis, Am. J. Obst. & Gynec 
62: 1243-1252 (Dec.) 1951. 

3. Javert, C. T.: The Spread of Benign and Malignant Endometrium 
in the Lymphatic System with a Note on Coexisting Vascular Involvement, 
Am. J. Obst. & Gynec. 64: 780-806 (Oct.) 1952. 

4. Meigs, J. V.: Endometriosis: Etiologic Role of Marriage Age and 
Parity: Conservative Treatment, Obst. & Gynec. 2: 46-53 (July) 1953. 

5. Cavanagh, W. V.: Fertility in the Etiology of Endometriosis, Am. 
J. Obst. & Gynec. 61: 539-547 (March) 1951. 

6. Siegler, S. L., and Bisaccio, J. R.: Endometriosis, Clinical Aspects 
and Therapeutic Considerations, Am, J. Obst. & Gynec, 61: 99-108 (Jan.) 
1951 





J.A.M.A., Sept. 18, 1954 


ORGANIZATION SECTION 


CIVIL DEFENSE 


Following is the second section of the third and last of 
a series of articles on medical civil defense plans that have been 
prepared for the state of Maine. These plans are being published 
as samples for those states that have not as yet completed this 
phase of medical civil defense planning.—Ep. 


Plans for Special Weapons Defense. Part III: 
Chemical Agents Defense Plan, Section 2 


CHEMICAL WARFARE DECONTAMINATION PROCEDURES 
Contamination by chemical warfare agents may vary greatly 
in nature. Some of these agents are true gases under ordinary 
conditions and will drift with the wind until dispersed. Most 


ous medical treatment quickly follows administration of first 
aid. It is not the purpose of this section to enlarge on this topic, 
which requires intensive treatment; for the moment, it must 
suffice to refer to the self-aid chart. Personnel who carry out 
decontamination procedures should follow the directions that 
are given below. These directions are of a general nature and 
might be subject to change in the event of an actual attack, de- 
pending on the type of chemical agent that is used. In general, 
decontamination may be carried out by either removing or de- 
stroying the agent. Inanimate objects and ground areas are 
usually best decontaminated by destroying the contaminating 
agent with other chemicals and, in some instances, by removing 
the resultant residues. 


Self-Aid and First Aid Measures for Persons Contaminated with Chemical Agents 






























Fluorophosphates 
Dialkylamidofluo- 
rophosphates 
Sarin (Isopropyl 
ester of methane- 
phosphory] fluo- 
ride), Soman 


liquid nerve gas on skin or clothing by blotting 
with absorbent material. Serub contaminated flesh 
with clean wet cloths and remove or cut away 
clothing. 

If muscle twitching develops in contaminated areas 
use atropine ampins if available. If breathing diffi- 
culties persist repeat atropine injections after 5 to 


Physical Treatment 
Classifi- pn —_ - _ —— - : neuen 
cation Name Symbol Protection Self-Aid First Aid epieg: 
Blister Mustard H Gas mask EYES: For all liquid blister gases: Squeeze BAL oint- 1. Treat burns with sterile dry dressing 
Gases ment into lower eyelids, massage for 1 min., then 2. With injuries 
Nitrogen HN Protective flush with water for 30 sec. to 2 min. If eyes cannot a. Treat specific injury 
Mustards clothing be opened, rub BAL on lids until it can be squeezed b. Arrest hemorrhage 
into lower lids. Note: Eyeshields, properly used, will c. Treat shock if present 
Lewisite L Protective prevent blister gas eye injuries. d. Decontaminate skin and clothing 
ointment SiIN: For all liquid blister gases: With cloth or ab- e. Control pain 
Ethyldiehlor- ED S-461 or sorbent wrapping of ointment, blot all liquid from 
arsine S-330 skin, then discard absorbent. Rub on ointment S-330 
for 15 sec., then remove. (Reapply and remove for 
Methyldichlor- MD Protective large splashes.) Rub on BAL and leave for at least 
arsine cover 5 min., then reapply BAL. Wash well with soap and 
water as soon as possible. Note: This procedure 
Phenyldichlor- Pd Eyeshield may be modified by local authorities if contami- 
arsine nation is positively known to be a single blister gas. 
For H or HN alone, use S-330; for L alone, use BAL. 
Mixed blister On skin already reddened use soap and water in 
gases preference to S-330. CAUTION: Liquid gases vapor- 
ize from the skin, clothing, equipment, and other 
objects, therefore turn face away and breathe as 
little as possible until the eyes and face are 
decontaminated and the gas mask donned. Remove 
contaminated clothing and treat underlying skin. 
Clothing must be decontaminated or discarded, so 
that vapors will not contaminate other men. 
Choking Phosgene CG Gas mask Immediately don gas mask. No other self-aid is neces- 1. Rest 
Gases Diphosgene DP sary unless breathing becomes difficult. In that event 2. Keep comfortably warm 
Chlorpierin PS keep quiet and warm until given medical attention. 3. Oxygen for anoxia 
Hydrocyanie AC Gas mask Immediately don gas mask. If conscious and breath- Systemic: 1. Inhalation Amy] Nitrite 
acid ing no further treatment is necessary. 2. Artificial respiration 
Nerve Fluoroacetates G Gas mask Immediately don gas mask if a feeling of tightness Mild: Small doses atropine 
Poisons Fluoalkylfluoro- with or constriction occurs in the chest, or if breathing Severe: 2 mg. atropine intravenously to 
acetates special is difficult, or if eyes of persons in the vicinity relieve symptoms. If convulsions are 
Fluoroaleohols canister have very small, pin-point-sized pupils. Remove any not adequately controlied by atropine 


sulfate, they may be controlled by the 
intravenous or intramuscular injection 
of 2.5% thiopental sodium administered 
slowly until convulsions lessen to the 
point that they do not threaten life. 
Positive pressure resuscitation by the 
Holger-Neilson or by the hip-roll prone 





10 min. A third injection may be used if needed in 


pressure methods. 


another 10 min., but no more. 





such agents, however, are liquids of varying degrees of volatility 
that may be spread by shell bursts, as a mist or aerosol by air- 
craft, or by the dropping of bombs filled with such agents. These 
liquids will deposit om the ground and on objects such as shrubs, 
trees, and buildings and remain there for an indefinite period, 
depending on the nature of the particular contaminant. 

As long as such a liquid remains in a given area, it will 
vaporize and contaminate the air. Persons entering the area 
may suffer contamination by inhaling the vapor or by picking 
up the liquid chemical agent on flesh or clothing by contact 
with contaminated surfaces. This will result in many casualties 
unless contaminated areas are delimited or decontaminated as 
rapidly as possible. The effect of chemical warfare agents on 
the human system will vary greatly with the type of material 
involved. In some cases only considerable discomfort, without 
serious after-effects, results. In other cases serious disabilities 
are inevitable, leading to a large number of deaths unless vigor- 


Organization of Chemical Defense Decontamination Units.— 
The following personnel is required per unit: 


Junior chemical officer (1) 

Assistant chemical officer (2) 

Decontaminators, spraymen, loaders, helpers (12) 

Driver-operator of decontamination equipment (3) 
Such a unit can service an urban area with a population of 
5,000 to 10,000. Units of four to eight persons may be more 
practicable when personnel or working space is limited. Units 
of this complement will handle decontamination of any facility 
exposed to the action of chemical agents, radioactive material, 
or bacteriological agents, and may also act as triple-action units, 
serving at need as casualty decontamination groups or as first 
aid units in the handling of chemical or other special weapons 
casualties. The personnel for this work should be accustomed 
to heavy work, and, since they will work in impermeable pro- 
tective clothing part of the time, they should be in good physical 
condition. 
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Materials required for decontamination units are as follows: 


Required 
Per 
Equipment Unit 
1. Decontaminating apparatus, 1% qt., M2*...............00. 7 
2. Decontaminating apparatus, 3 gal., M1*...............008 9 
8. Decontaminating apparatus, power driven, M3A3*........ 2 
FEE bbb pvibindsncaswisdbestsee<cucgeunteecacencknantssevees 6 
DE cepdeberevatessbatdereenctesetecsdesekhdennéehenebebonenes 6 
6. BYOOMS 2000. AAS aENEEEAARed) Ld eK ainkcepeeeeeeews 6 
a a er re pe ee Te ee 6 
a es I iin weicakessneectccsrccnssecesersesesees 4 
eS cb ccia duckenakdns ducaebeeneee sean eatevecsans 4 
10. Seythe .......0. csi eeneeerRdssesdeeeeebkeeesaseeneeesae 3 
Supplies (Quantities required depend on the area requiring 
decontamination) 
1, One of the following chlorine compounds: 
Bleaching powder (CaOCle) 
Sodium hypochlorite 
B.T. &. 
Perchioran 
Other commercial substances 
2. Sand, ashes, or sawdust 
8. Kerosene 
4. Dane solution, M4 * 
5. Area marker signs 
6. Marker tape or rope 
Impermeable Protective Clothing (Butyl rubber coated) 
1. Suit, protective, impermeable, one piece, M3*............ 20 
2. Hood, protective, impermeable, M3*............. “a : 20 
8. Gloves, protective, impermeable, pair, M3*............... 20 
4. Boots, rubber, short, heavy knee, pair........ ane ene 20 
5. Covers, boot, impermeable, pair, Ml.........ccccccccscsvces 20 
6. Suit, cooling, two piece, diaper cloth, M1 *.................. 20 
oe ee I BE ions chien cekeenssvecse0s 55446000 20 
8. Mask, protective, M9Al * or other approved type.......... 20 
Protective Accessories 
1, Protective ointment kit M5A1,* containing: 20 
Protective ointment, M5,* 3 tubes 
BAL eye ointment, 1 tube 
Atropine tartrate injection, 3 tubes 
2. Protective dubbing for shoes or leather boots, can...... 20 
Impregnated Clothing (Optional) 
eC (on oes pd eiiekbebendedesescdideese sawaee 20 
hs se ae Se ek hs ca ia a eee mee S ORES AAO Os ‘“ 20 
Sk I did hn awaits bbe bee ADARERE SE SEER UNSER ON EDS 20 
C5 A ING ico ewdinske th b0SSSOGNS4E SERIES 6H CESARE ORS HONS 20 
&. Overshoes, rubber, high top, Palre. on... cscccccccvccccccces 20 
Be es Ss hone kedaieeeseds me aE abamk wii 20 
7, We, DM, WR, BON o 55 oie hk heck ce stscscccsucctseseses 5 


*The letters and numerals refer to the armed forces numbers for 
these items and are included to facilitate matters if these items are 
made available to states civil defense agencies for purchase on the 
matching fund list. 

The impermeable clothing and accessories must be worn by 
the members of the decontamination units whenever persistent, 
liquid nerve gas has been identified or is suspected of being 
present in contaminated areas. Impregnated clothing does not 
afford protection against the liquid nerve gases, but it does afford 
limited protection against liquid blister gases and biological and 
residual radiological contamination. If liquid nerve gases have 
not been used, but a lesser degree of contamination with other 
chemical agents or biological agents exists, the following equip- 
ment is permissible; it has the advantage of permitting members 
of the decontamination unit to work longer and in greater 
comfort than would be possible with the impermeable clothing. 


Impregnated clothing as listed above 
Mask, protective, M9A1 * 


When chemical and biological agents are absent and only radio- 
logical contamination is present, members of the decontamina- 
tion unit will need only the following items. 


White or olive drab coveralls 


Canvas covers for shoes 
White canvas gloves with long cuffs 


Wide masking tape for making dust-proof seal between bottoms of 
coverall sleeves and top of gloves and between bottoms of trouser 
legs and canvas shoe covers 


Mask, protective, M9Al1 * 


Preliminary Duties of Decontamination Units—When chemi- 
cal contamination is reported to the control center by a chemical 
warfare detection unit, a decontamination unit should be dis- 
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patched to the designated area to immediately determine and 
mark off the contaminated area, if this has not already been 
done, and establish the decontamination station upwind of the 
source of contamination in order to prevent pollution of the 
equipment and personnel by wind drift of the volatile chemical 
agents. Other units involved, such as spray trucks and supply 
trucks carrying spray equipment, tools, and chemicals, should 
be arranged so as to attack the polluted area most efficiently 
and with minimal possibility of secondary contamination of these 
work units. Decontamination personnel must protect themselves 
properly before entering the contaminated area; the protective 
clothing and equipment required will vary, depending on the 
type and characteristics of the chemical warfare agent used by 
the enemy. In general, impermeable boots, suit, and gloves and 
a gas mask with a suitable canister will suffice for protection 
against both the persistent nerve and blister gases and the other, 
more conventional war gases. Protective clothing should be 
examined frequently for possible contamination, as some types 
of such clothing are slowly penetrated by certain liquid agents. 
Any visible contamination must be rapidly removed by blotting 
with absorbent cloths, which are later burned with proper pre- 
cautions. The impermeable clothing may be scrubbed with 
slurry while the garments are being worn. The slurry is washed 
off with water after a few minutes. Testing of clothing for 
chemical agents should be done occasionally with detector units, 
especially if contamination is suspected. If the contamination 
is heavy and cannot be removed as indicated above, the clothing 
must be removed carefully to avoid spreading of contamination 
and replaced by fresh protective clothing. Detailed instructions 
for procedures for decontamination of clothing of various types 
may be found in Department of the Army Technical Manual 
3-220, chapter 4, section 4. 

Specific Decontamination Procedures.—The chemical agent 
that is most readily available and is highly effective in most, if 
not all, cases is bleaching powder, sometimes known as chloride 
of lime. The chemical formula of this material is CaOCl.; it 
is not actually chloride of lime but is partially a hypochlorite 
of lime. In its place one may also use sodium hypochlorite, 
commercial bleaching solution, or commercial substances such 
as H.T.H. or Perchloron, which also furnish available chlorine. 
The available chlorine of such compounds destroys the chemical 
agents by oxidation. Dilution of such materials should be in 
the same proportion per 30% available chlorine as for the 
usual 30 to 35% available chlorine bleaching powder. Such 
sources of available chlorine must not be directly applied to 
the contaminated areas as a dry solid, or chemical reaction may 
proceed so rapidly as to produce flame and heat. The heat will 
cause much volatilization of the chemical agent, endangering 
persons who might be in otherwise safe areas adjacent to the 
contamination. 

Decontamination of Roadways, Paths, and Bridges: 1. If a 
spray truck or hand spraying equipment is available, heavily 
contaminated sections should be thoroughly sprayed with a 
mixture of equal parts of water and bleaching powder, after 
which the entire area may be copiously washed down with water 
from a spray truck or hose. 2. If such equipment is not avail- 
able, a mixture of bleaching powder and dirt should be spread 
with shovels and rakes so as to cover the contaminated area. 
When the usual commercial bleaching powder having about 
35% available chlorine is used, one part of bleach should be 
thoroughly mixed with three parts of soil or sand before such 
application to prevent evolution of excessive heat. This proce- 
dure is preferable to the use of a water slurry described above 
if the surface being treated is loose and porous and will absorb 
much of the chemical agent. Spading of loose ground is also 
advisable to mix the bleach more thoroughly. In such manual 
application of a mixture of dirt and bleach, personnel must 
remain upwind of the treated areas to avoid possible drafts of 
volatile material due to the evolution of heat as decontamination 
proceeds. If possible, such application of the solid mixture may 
be carried out from a truck. After this type of decontamination 
procedure tests must be made from time to time with a detection 
unit and further treatment carried out if needed. 3. If no 
bleaching powder is available, copious washing with water may 
be used to remove the agent from some surfaces. Usually the 
water, even if hot, will not thoroughly destroy the chemical 
agent by hydrolysis; residual contamination must therefore be 
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guarded against. In some cases it may be preferable to cover 
the contaminated areas with about 3 in. (7.62 cm.) of earth, 
sand, ashes, or sawdust and then wet down this covering. This 
is only a temporary protection, and chemical action should later 
be used. 

Decontamination of Grass and Underbrush: This is best ac- 
complished by burning over such areas in dry periods. Due 
precautions must first be taken to insure absence of persons in 
downwind areas where poisonous vapors may be carried. 

Decontamination of Equipment and Tools: 1. Wooden equip- 
ment and tools may be scrubbed with bleach solution and then 
thoroughly rinsed with hot water and soap. 2. Metal equipment 
should first be washed by dipping it into gasoline or kerosene 
or by swabbing with rags saturated with the material. The hands 
of the operator must be adequately protected with impermeable 
gloves in such cases and the rags and liquid burned immediately 
after use, with proper precautions to prevent contamination of 
persons who may be downwind of the fire. After such treatment, 
the metal objects should be washed with bleach solution, per- 
mitting contact for only a few minutes. Unpainted metal sur- 
faces will become severely corroded if bleach solution or slurry 
is left in contact with them for longer than an hour. A final 
washing with soap and hot water must then be made, the object 
thoroughly dried, and unpainted surfaces oiled. 3. More de- 
contamination procedures and instructions can be found in 
Department of the Army Technical Manual 3-220, entitled 
“Decontamination.” 

Decontamination of Clothing: 1. If contamination of cloth- 
ing is suspected, it should be immediately removed and 
thoroughly steamed for several hours. A large, covered can, such 
as a garbage can, is fitted with a false bottom of wood or similar 
rigid material; 6 to 8 in. (15.2 to 20.3 cm.) of water are poured 
into the bottom of the can, the false bottom inserted, and gar- 
ments placed on it. The water is heated to boiling and steaming 
continued for two to eight hours, depending on the contamina- 
tion, with the can closed. If contamination is still detected after 
such treatment, the process is repeated until contamination is 
absent. Immersion in hot water is also suitable if sufficient water 
is available. 2. Treatment with boiling water is not suitable for 
lewisite contamination, as a poisonous residue is left in the 
clothing. 3. Contaminated shoes may be shuffled in a mixture 
of sand and bleach to remove contaminant that has not pene- 
trated deeply into the leather. When the leather has been 
penetrated, it is unlikely that contamination can be adequately 
removed; the shoes should be considered unsafe and destroyed. 
4. In the case of grossly contaminated clothing and shoes, the 
safest recourse would probably be burning in the open, with 
the usual precautions. An incinerator with a chimney that pro- 
vides a good draft should also be used. If burning cannot be 
carried out, the articles should be buried in the ground to a 
depth of at least 6 to 8 in. (15.2 to 20.3 cm.) and the site suitably 
marked as contaminated with war gas. 

Decontamination of Detection Apparatus: Thorough decon- 
tamination or disposal of apparatus and equipment used in the 
examination of contaminated air and materials is essential, not 
only from the standpoint of safety of detection personnel but 
also to avoid, in subsequent tests, the false positive reactions 
that might otherwise be obtained from residual traces of war 
gases in the detection apparatus. Hot alcoholic potash is suitable 
for the destruction of most gases, but other reagents are more 
convenient in some circumstances. The nerve gases and lewisite 
are decomposed rapidly by cold aqueous alkali. On glassware, 
mustard and nitrogen mustard gas is best destroyed by nitric 
acid; on rubber tubing, metal forceps, and other, similar articles, 
by immersion in boiling water for one-half hour. A hot aqueous 
solution of sodium sulphite will destroy chlorpicrin. 


Protection of Water and Food from Contamination: To pre- 
vent contamination, water and food should be kept in gas-tight 
containers such as sealed cans and tightly stoppered bottles or 
in storage rooms sealed against gas. In the absence of the proper 
‘type of cans or bottles, food may be carefully wrapped with 
several layers of cellophane or similarly impervious plastic 
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materials. If actual contamination of the car, bottle, or food 
wrapper occurs, such contamination should be removed by 
swabbing the container with bleach solution and then washing 
with water. The food wrapper should be immediately removed, 
if intact, and properly disposed of. 

Decontamination of Persons.—Procedures follow for treating 
persons affected or contaminated by liquid nerve and blister 
gases. 

Liquid Nerve Gases: Persons who are injured badly or 
poisoned severely with nerve gas may be unable to administer 
self-aid. Such persons will require assistance from other available 
personnel in the area in putting on gas masks, administration 
of atropine, and decontamination. In general, persons contami- 
nated with persistent liquid nerve gas should be decontaminated 
as follows. 1. Liquid contamination of the skin must be re- 
moved immediately, as the gas is quickly absorbed in lethal 
amounts through uninjured skin. The liquid should be blotted on 
cloth or other absorbent and discarded with care; then the con- 
taminated skin area should be swabbed with cotton or cloth 
pledgets that are well wetted with a suitable alkaline fluid, which 
is more effective than plain water. Any one of the following 
fluids should be satisfactory. 


Slurry of 1 part of bleach in 3 parts of water 
2% solution of sodium hydroxide 
5 to 10% solution of ammonium hydroxide 


5 to 10% solution of sodium carbonate 


When none of the above alkaline preparations is available, the 
contaminated skin should be washed with soap and water. 2. 
Clothing contaminated with liquid nerve gas must be removed 
as quickly as possible. 3. The casualties must be removed from 
the contaminated area as soon as possible. 

Liquid Blister Gases: Immediate removal of liquid blister 
gases from the exposed skin by blotting with absorbent material, 
followed by suitable skin decontamination, must be done if 
chemical casualties are to be reduced to a minimum. Prompt 
action is absolutely essential. Adequate skin decontamination 
within the first minute after the liquid vesicant comes in contact 
with the exposed skin is always successful. No method of de- 
contamination will prevent blister formation if the liquid 
chemical agent has been in contact with hot, sweaty skin for 
three minutes or with cool, dry skin for five minutes. Decontami- 
nation should be carried out as long as any liquid blister gas 
is visible on the exposed skin. Specific self-aid procedures to be 
used in event of contamination with the more probable of the 
war gases have been listed in the table above. In general, persons 
who are contaminated with the liquid blister gases should: 1. 
Deal with liquid contamination of the eyes immediately, as every 
second counts. Open the BAL eye ointment tube, pull the lower 
lid down, and squeeze BAL eye ointment into the lower lid. 
Close the eyelid and gently rub the eye for about a minute to 
spread the ointment around inside the lid and over the eyeball. 
Irrigate the eye with water for one-half to two minutes. De- 
contaminate the skin around the eye and eyelashes with BAL 
eye ointment, and wipe off immediately. Protective ointment 
M-5 is never used in or immediately around the eyes. This 
decontamination procedure is effective for mustard gas if done 
within a few seconds, but after two minutes it is of little value. 
If BAL eye ointment is not immediately available, the eyes 
should be immediately washed out with copious amounts of 
water. Soap and water may be used, if available, to wash liquid 
blister gases from the eyelids and lashes. 2. Remove liquid 
blister gas from the exposed skin as soon as possible after eye 
contamination has been treated, for here, again, time is of para- 
mount importance. Blot free liquid blister gas from the skin 
and discard the absorbent material. Break the tip off a tube of 
protective ointment M-S, if available, and apply ointment freely 
to the contaminated area. Then remove as much as can be 
removed easily with a fresh, clean cloth; apply another coat of 
ointment and let it remain. If the contamination is discovered 
after reddening of the skin has already begun, wash the area with 
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soap and water only, as the M-5 ointment is then of little value 
and will further irritate the skin. If protective ointment M-S5 is 
not available, swab the contaminated skin with cotton or cloth 
pads wet, whenever possible, with one of the following: 


Slurry of 1 part bleaching powder and 3 parts water 
5 to 10% solution of sodium carbonate 


5 to 10% solution of ammonium hydroxide 


Finally, wash the exposed skin areas thoroughly with soap and 
water, using a shower whenever one is available. The used water 
should be drained away as well as possible to isolated areas, 
and decontamination of this wash water may also be advisable 
under some circumstances. 3. Cut away and discard con- 
taminated hair and clothing. Decontaminate the underlying 
scalp or skin with protective ointment M-5, if available, or with 
soap and water. 

Procedures with Contaminated Casualties —If human casual- 
ties have already resulted from an attack with war gases, hospital 
treatment may be required. Thorough decontamination must be 
done before such patients can be safely admitted to a medical 
installation; otherwise, equipment, medical personnel, and other 
patients would soon be secondarily contaminated with the 
chemical agent. Therefore, a mobile personnel decontamination 
unit of the type shown on charts 3 and 4 in part 1 of this series, 
manned by a regular decontamination unit of 12 to 18 persons, 
should be dispatched promptly to the attacked area if a suitable 
water supply is available; if a suitable water supply is not avail- 
able for use, the gas casualties should be transported as quickly 
as possible in open trucks to the nearest personnel decontamina- 
tion unit in operation. 

Ambulatory Patients: Contaminated, ambulatory gas casual- 
ties should be directed out of the polluted area, segregated on 
the downwind side of an adjacent mobile unit, and, from there, 
carefully moved into the undressing section. All outer clothing 
is removed in the open and placed in metal garbage cans that 
are provided for this contaminated clothing. Then the patients 
proceed up the ramp into the body of the first truck, where 
undergarments are removed and placed in covered garbage cans; 
enter the portable shower suspended between the two trucks, 
remaining for 15 to 30 seconds, or until the chemical agent is 
completely removed from the body; and enter the clean dress- 
ing area in the second truck. Medical treatment and dressings 
for minor chemical injuries are provided by the nurse or at- 
tendant in charge of the first aid station inside the clean truck. 
Ambulatory patients are provided with clean clothing and 
allowed to leave the decontamination unit on the upwind side. 
Those requiring hospital care are transported by bus or ambu- 
lance to a designated hospital installation; those less seriously 
injured are sent home or to a designated billeting area. 

Nonambulatory Patients: Each seriously injured nonambula- 
tory gas casualty found in the contaminated area should be fitted 
with a gas mask, given emergency first aid treatment, placed on 
a “gas casualty stretcher” (a stretcher covered with wire mesh 
for easy decontamination), and transported to the decontamina- 
tion center or to a designated collecting point by specially 
trained litter-bearer teams wearing suitable gas masks and im- 
permeable or impregnated clothing. Open trucks will be re- 
quired if it is necessary to transport these patients a great 
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on another stretcher, cover him with a suitable number of 
blankets to provide warmth, and arrange for prompt transfer 
to the nearest hospital installation for medical treatment. 

Decontamination of Litters: When possible, regular litters 
should have impermeable covers fitted over them. This im- 
permeable litter cover remains with the patient when he is 
removed from the litter; a clean cover, when available, is placed 
on the litter so that it may be reused without first being de- 
contaminated. If the litter is not covered, it soon becomes con- 
taminated and must be so treated. Decontamination of the 
standard litter requires that it be disassembled and the parts 
decontaminated as follows. 1. Litter canvas should be decon- 
taminated by placing it in boiling water for one-half to one 
hour. Two ounces of washing soda may be added to each 10 
gal. of water. 2. The wooden poles should be covered with a 
30% aqueous slurry of bleach for one-fourth to one full day. 
The wood should then be swabbed dry and left exposed to the 
air in a warm place. 3. Unpainted metal parts should be wiped 
dry with rags and then washed with soap and water. Danc may 
be applied to the surfaces if a blister gas was the contaminant. 
The clean metal should be allowed to stand in the open air for 
several hours. Decontamination of the special wire-mesh 
stretcher or of a standard canvas litter that cannot be disassem- 
bled can be accomplished in the following manner. 1. The 
litter may be sprayed several times with Danc, allowing each 
application to dry, when blister gases are the contaminating 
agents. 2. The litter should be sprayed with a hot solution of 
2 oz. of sodium carbonate per 10 gal. of water. The litter 
should be exposed to the air as long as feasible after treatment 
before it is used again. 3. The wire-mesh stretcher can be im- 
mersed in a large tank of the solution used for decontamination 
and left for the required length of time. Then it can be removed, 
rinsed off first with soapy water and then with clean water, and 
allowed to dry in the open air. 

Prevention of Secondary Contamination: In the execution of 
the above procedures, precautions must be continually observed 
to prevent contact of decontaminated persons with contaminated 
persons and objects. This can be achieved by proper segregation 
of contaminated persons, careful disposal of waste articles in 
closely sealed containers until burning can be carried out, and 
reclothing of decontaminated persons with fresh apparel. Water 
from the showers for decontamination must be drained away to 
a segregated area downwind from the decontamination unit. If 
this waste water is appreciably contaminated, a suitable amount 
of bleach should be added as it drains away from the showers. 


TRAINING OF DECONTAMINATION UNITS 


Supplies Required 


Field Manuals (Armed Forces Publications) 
1. FM 21-40 Defense Against CBR (For Unit Officers) 


2. FM 21-41 Defense Against CBR (Soldiers Manual) 


Training Manuals (Armed Forces Publications) * 
1. TM 3-215 Military Chemistry and Chemical Warfare Agents 
2. TM 3-220 Decontamination Against CBR 
8. TM 3-240 Field Behavior of Chemical Agents 


4. TM 38-350 Military Shelters 
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distance to a personnel decontamination center; in such cases, 
first aid should include as complete a cleansing from the chemical 
agent and as complete replacement of contaminated clothing as 
possible before the patients are loaded into the trucks. Specially 
trained decontamination unit attendants equipped with suitable 


5. TM 3-290 Individual Protective and Detection Equipment 


6. TM 8-285 Treatment of Chemical Warfare Casualties 


a; 


7. TM 10-354 Mobile Laundry and Decontamination Procedures 


World War II Civil Defense Publications 


gas masks and impermeable gloves, raincoats, heavy, im- 5, GO sate Beenettention of Chmntead Aguate 
permeable aprons, and hip boots should remove all clothing 9. OCD Protection Against Gas 
from the nonambulatory patients and use a water spray from 3. CWS 12 Principles of Decontamination 


garden hoses equipped with the standard adjustable nozzle to 
wash the chemical warfare agent from the patient and the 5. WDCPS Mim 38 Detection of Small Quantities of War Gases 
stretcher, on which the patient remains until the decontamination (Dijkstra) 

procedure has been satisfactorily accomplished. Stretcher racks 6. WDCPS Mim 36 Syllabus of Laboratory Experiments with 

will be needed to support the gas casualty stretchers during this War Gases 

process. Then other attendants place the patient on a clean sheet 


4. CWS 2 Training Guide—Chemical Warfare 





*Now available or being prepared for release in very near future, 
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Training Guides 
1. Gas Identification 
2. Use of Gas Mask 
8. Use of Protective Clothing 
. Problems in Decontamination 
5. Chemical First Aid and the Handling of Gas Casualties 


. Use of Chemical Neutralizers (Decont.) 


Outline of Course of Instruction for Units 


. War gases 
a. Historical background 
b. Nature of chemical warfare 
c. Classification of chemical agents 
d. Persisteney 
e. Tactical value 
f. Physiological reactions 
g. Methods of use 
h. Characteristies of chemical clouds 
7. Action and movement of chemical clouds (wind) 
j. Effect of weather on chemical agents and their use 
k. Tactical results of chemical agent action 
l. Possibilities of future use 


2. First aid for gas casualties 
a. General considerations 
b. Lung irritants 
c. Blister gases 
d. Nerve gases 
e. Tear gases 
f. Irritant smokes 
g. Systemie poisons 
h. Ineendiaries 
1. Sereening smokes 
j. Use of decontamination stations 
k. Recommended contents of chemical first aid chest 


. Identification of chemical warfare agents 
a. Purpose 
b. Importance of reconnaissance 
c. Determinations of the presence of war gas 
d. Chemical methods 
Sampling 
. Tests for specifie gases 
. Portable laboratory 
. Reporting 
Decontamination problems 
Use and care of protective clothing 
. Personnel decontamination 


. Decontamination instruction and training 


a. Definition 
b. Limitations 
c. Principles of decontamination 
(1) Chemical action—substitution, oxidation, and hydrolysis 
(2) Physical or mechanical action 
d. Substances used in decontamination 
e. Types of decontamination apparatus 
f. Use and care of protective clothing 
. Gas mask drill 
. Protective clothing drill 
Decontamination of area (problem) 
Decontamination of vehicles (problem) 
. Squad decontamination after field duty 


Critique 


EVENING FILM PROGRAM AT MIAMI 
MEETING 

A special program of motion pictures will be shown Tuesday 
evening, Nov. 30, at the McAllister Hotel with discussions of 
the films by the authors. Dr. William B. Rawls, New York, will 
make a premiére showing of a film “Differential Diagnosis of 
the Arthritides (Rheumatoid, Osteo, and Gouty).” Another film 
will be “Congenital Malformations of the Heart” by Dr. Robert 
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Rushmer, Seattle, presenting the embryology, origin, and func- 
tional significance of congenital malformations of the heart that 
produce cyanosis. Plans are under way for other outstanding 
films, with the authors personally present to answer questions. 
The evening program at the McAllister Hotel will supplement 
the regular motion picture program, which will be shown con- 
tinuously each day at the Dinner Key Auditorium. 


LIBRARY 


This is one of a series of brief statements explaining the work of 
various departments of the American Medical Association.—Epb. 


The library was established in 1903, primarily as a service for 
American Medical Association members. It serves the physician 
as an instrument of postgraduate medical education, providing 
him with a lending library of current medical periodical literature 
and material on particular medical subjects. A major responsi- 
bility of the library is the compiling and editing of the Quarterly 
Cumulative Index Medicus. It also prepares an index for each 
volume of THE JOURNAL. The library specializes in current period- 
ical literature on medical subjects. About 1,600 periodicals, in- 
cluding state and county medical journals as well as foreign jour- 
nals and periodicals in all branches of medicine and related fields, 
are received regularly and held for 10 years. These unbound 
periodicals are available on loan to members of the A.M.A. free 
of charge. Individual subscribers to the scientific journals of the 
A.M.A. also are eligible to borrow periodicals but are charged 
a fee of 15 cents in stamps per journal. Only three periodicals 
may be borrowed at one time, and periodicals may be kept for 
five days. Requests should be addressed to: Library, American 
Medical Association. About 900 periodical loan requests are 
received each month. Short lists of references can be obtained 
from the library, but the library cannot compile extensive bibli- 
ographies or handle detailed research requests. 

An Association member or an individual subscriber to an 
A.M.A. scientific publication may write for information on a 
particular medical subject. From a collection of over 240,000 
pamphlets, reprints, and periodical tear sheets, individual loan 
packages are made up. In an emergency a borrower may specify 
that his request be specially handled and his package sent first 
class, airmail, or special delivery, but in this case, the borrower 
pays for the special mailing charges. A maximum of 14 to 16 
articles, four of which may be journals, are sent and may be 
retained for 10 days. Foreign periodicals are not included unless 
specifically requested. The package library service is free to 
A.M.A. members. Individual subscribers to A.M.A. scientific 
publications may use this service but are charged 50 cents per 
package. Two weeks must generally be allowed for filling re- 
quests. The library fills about 175 package requests each month. 
This service is especially useful to members in rural areas where 
there are no large medical libraries. 

The Quarterly Cumulative Index Medicus compiled by the 
library staff provides a ready reference index to medical periodi- 
cal literature and books currently published in the world. It is an 
invaluable aid to busy practitioners, specialists, teachers, editors, 
writers, students, and libraries because it gives in convenient 
form references to pertinent information in current medical 
books and periodicals. It is published in two sections; one index 
is devoted to books, the other to periodical literature. The book 
section contains a list of current publications alphabetized as to 
authors, followed by a subject classification of the same material. 
The periodical index covers about 1,000 periodicals, listed in 
each volume. It furnishes a compilation of articles from impor- 
tant medical journals, arranged like a dictionary with authors 
and subjects in one alphabet. The exact bibliographic reference 
is given under the author, with titles in the original language, 
while titles under subjects are in English. The index now ap- 
pears in two volumes a year and is cloth bound. The annual 
subscription rates are $20 in the United States and $22 in Canada 
and foreign countries. 
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ARKANSAS 


Society News.—Newly elected officers of the Arkansas Radio- 
logical Society include: Dr. George C. Burton, El Dorado, presi- 
dent; Dr. Edwin F. Gray, Little Rock, vice-president; and Dr. 
Joseph A. Norton, Little Rock, secretary-treasurer. 








Appoint Professor of Medicine.—Dr. Richard V. Ebert, pro- 
fessor of medicine at Northwestern University Medical School 
and chief of the medical service at the Veterans Administration 
Research Hospital in Chicago, has been appointed professor and 
head of the department of medicine of the University of Arkansas 
School of Medicine, Little Rock. Dr. James T. Wortham has 
been acting head of the department since the resignation of Dr. 
Benjamin B. Wells in the summer of 1953. Dr. Ebert is a member 
of the editorial board, Journal of Clinical Investigation. He 
served in the Army Medical Corps during World War II, most 
of his tour of duty being spent in the European theater. 


CALIFORNIA 

Proctor Lecture on Ophtha!mology.—Dr. Ludwig von Sallmann, 
director of research in ophthalmology, Columbia University 
College of Physicians and Surgeons, New York, will give the 
ninth Francis I. Proctor lecture on ophthalmology Sept. 30 at 
the Morrison Auditorium, Golden Gate Park, San Francisco. 
The subject of his address will be “Responses of Intraocular 
and Blood Pressure to Electric Stimulation of the Diencephalon.” 


Dr. Smyth Resigns as Dean.—Dr. Francis Scott Smyth has re- 
signed as dean of the University of California School of Medi- 
cine, San Francisco, but will continue as professor of pediatrics 
and will also retain a number of other posts in the field of medi- 
cal education. In regretfully accepting the resignation, president 
Robert G. Sproul gave Dr. Smyth much of the credit for an- 
ticipating the growing needs of medical education in California, 
for shaping the modern medical center now rising on the San 
Francisco campus, and for helping to establish the medical 
center on the Los Angeles campus. Before coming to the school 
of medicine as instructor in pediatrics in 1925, Dr. Smyth was 
affiliated with the Boston Children’s Hospital, New York 
Nursery and Child’s Hospital, and the St. Louis Children’s 
Hospital. He was promoted to the full professorship and chair- 
manship of the department of pediatrics in 1932. Dr. Smyth will 
continue in his post on President Eisenhower’s Board of Foreign 
Scholarships, on the committee on international relations of the 
Association of American Medical Colleges, and on the editorial 
board of the A. M. A. American Journal of Diseases of 
Children. 


CONNECTICUT 

Course on Pulmonary Disease.—Yale University School of 
Medicine, New Haven, announces a special postgraduate course 
for practicing physicians, “Management of Chronic Pulmonary 
Disease,” a series of eight weekly teaching conferences. When 
possible, case material and demonstrations of diagnostic and 
therapeutic techniques will be presented. The series is arranged 
to cover in a related sequence the problems of chronic pul- 
monary disease as encountered by the practicing physician. Ses- 
sions will be held on Thursdays, 2:30 to 5 p. m., at Farnam 
Auditorium, Yale-New Haven Medical Center, beginning Oct. 7. 
Advance registration is required. Registration fee and tuition 
will be $40 for the series. Program and registration form may 
be obtained from the Assistant Dean of Postgraduate Medical 
Education, Yale University School of Medicine, 333 Cedar St., 
New Haven. 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be reccived at least three 
weeks before the date of meeting. 





GEORGIA 


Heart Association Meeting in Savannah.—The Georgia Heart 
Association will hold its annual meeting and scientific sessions 
at the General Oglethorpe Hotel in Savannah, Sept. 24 and 25. 
Speakers at the scientific sessions include: 
J. N. Morris, London, England: Coronary Heart Disease—New Diseases 
for Old. Coronary Heart Disease—In Search of Clues. 
Willis J. Potts, Chicago: Management of Noncyanotic Congenital Heart 
Disease. Management of Cyanotic Congenital Heart Disease. 
George E. Burch, New Orleans: An Evaluation of the Vectorcardiogram 
for Clinical Use. Clinical Aspects of Venous Pressure Measurements. 
Thomas P. Findley, New Orleans: Some Homeostatic Functions of the 
Kidney. 
These scientific sessions are approved by the Georgia Academy 
of General Practice for postgraduate hours. Attendance is open 
to all physicians. There is no registration fee. 


ILLINOIS 


Hospital News.—A reunion of interns and residents from St. 
Francis Hospital, Evanston, will be held Sept. 22 under the 
chairmanship of Dr. Lorne W. Mason. The morning session 
will be devoted to ward walks and surgery observation and the 
afternoon session to the presentation of scientific papers. 


Meeting of Anesthesiologists—The Illinois Society of Anes- 
thesiologists will meet Sept. 21, 8 p. m., in the Veterans Ad- 
ministration Research Hospital (333 E. Huron St., Chicago, 
auditorium, 4th floor, east wing). Dr. Torsten Gordh, assistant 
professor and chief anesthetist at Karolinska sjukhuset, Uni- 
versity Clinic of Stockholm, Sweden, will present “Problems in 
Anesthesia in Sweden.” 


Commission for Handicapped Children.—The Governor’s Con- 
ference on Exceptional Children will be held in Peoria Sept. 24 
under the sponsorship of the Illinois Commission for Handi- 
capped Children. The conference is open to all persons con- 
cerned with physically or mentally handicapped children, parents, 
professional workers, and interested citizens. There is no regis- 
tration fee. The session will include workshops, with focus on 
prevention-planning for handicapped young persons, and sec- 
tional meetings on the work of public health in preventing handi- 
capping conditions in children and on the prevention of emo- 
tional scars—the role of social service and the use of healthy 
group experience to prevent maladjustment. Inquiries may be 
directed to the Commission at 160 N. LaSalle St., Chicago 1. 


Chicago 

Hospital News.—As part of its 50th anniversary celebration the 
Mothers Aid of Chicago Lying-in Hospital will have a luncheon 
and fashion show on Sept. 22 at the Morrison Hotel, at which 
a check for $10,000 will be presented to the hospital. The money 
is part of the $300,000 pledge that the Mothers Aid is making 
to the hospital as an anniversary gift. 


Professors Appointed at Northwestern.—The following promo- 
tions to the rank of full professor have been announced at North- 
western University Medical School: Dr. Ronald R. Greene, 
Evanston, obstetrics and gynecology; Dr. Robert E. Stone, nutri- 
tion and metabolism; and Dr. Willis J. Potts, surgery. Dr. 
Greene, who joined the faculty in 1937, will occupy the newly 
established Anna Latham professorship. He is senior attending 
physician in obstetrics and gynecology at Wesley Memorial Hos- 
pital. Dr. Stone, who is one of the staff of Northwestern’s nutri- 
tion clinic at the Jefferson-Hillman Hospital, Birmingham, Ala., 
joined the faculty there in 1949, previously having taught at the 
University of North Carolina School of Medicine, Chapel Hill. 
Before joining Northwestern’s faculty in 1946, Dr. Potts taught 
at Rush Medical College and at the University of Illinois College 
of Medicine. He is now surgeon-in-chief at Children’s Memorial 
Hospital, Chicago. 





260 MEDICAL NEWS 


IOWA 

Memorial Scholarships——Dr. Anna Bartsch Dunne, Washing- 
ton, D. C., has established scholarships at the State University 
of lowa, Iowa City, in memory of her parents, to be known as 
the Henry and Anna Bartsch Endowment, for an annual medi- 
cal scholarship and an annual medical internship for women, 
These scholarships, available to residents of Iowa, are similar 
to the Anna Bartsch Endowment, established several years ago 
in memory of Dr. Dunne’s mother at George Washington Uni- 
versity in Washington, D. C. 


General Practice Meeting in Des Moines.—The Iowa Academy 
of General Practice will hold its annual meeting at the Hotel 
Savery, Des Moines, Sept. 22 and 23. Wednesday morning Drs. 
James M. Stickney and Talbert Cooper, Rochester, Minn., will 
present a symposium on anemia, which will be followed by a 
question and answer period. In the afternoon Dr. Cooper will 
discuss “Treatment of Hodgkin’s Disease and Lymphoblastoma” 
and Dr. Stickney, “Treatment of Leukemia.” A reception and 
cocktail hour will precede buffet dinner at 7 p. m., during which 
there will be dedication of one lecture at each annual meeting 
to the late Dr. Ernest E. Shaw. Thursday morning Dr. Willard 
M. Allen, St. Louis, will speak on congenital malformation of 
the urogenital system, after which Dr. Francis D. Murphy, Mil- 
waukee, will present “Management of Hypertension with Special 
Reference to Newer Methods of Treatment.” Dr. Murphy will 
deliver the Dr. Ernest E. Shaw lecture, “Acute Renal Insuffi- 
ciency, Including Acute Toxic Nephrosis,” after the 12:15 
luncheon, which will be addressed by Countess Maria Pulaski, 
who will talk about “Experiences as a Spy for Stalin.” The ses- 
sions will end with presentation of “Cesarean Section—Is an 
Incidence of 5% Justifiable?” by Dr. Allen. The registration 
fee for nonmembers is $5; no fee for members. 


KENTUCKY 
State Medical Meeting in Louisville—The J. W. Thompson 
Memorial meeting of the Kentucky State Medical Association 
will be held in the Columbia Auditorium, Louisville, Sept. 21 
to 23, under the presidency of Dr. J. Duffy Hancock, Louisville. 
The sessions will open at 9:30 a. m. Tuesday with a symposium 
on physical examination, for which Dr. Garnett J. Sweeney, 
Liberty, will serve as moderator. Dr. Robert S. Dyer, Louis- 
ville, will deliver the oration in medicine, “Cardiac Pain,” at 
12 noon. Dr. Benton B. Holt, Ashland, will moderate a biopsy 
panel at 4 p. m. The oration in surgery, “Surgery of Trauma,” 
will be presented at 11 a. m. Wednesday by Dr. John E. Haynes, 
Madisonville, after which the president’s luncheon will be held 
at the Brown Hotel, where Dr. Nicholas P. Dallis, Toledo, Ohio, 
creator of the illustrated feature, “Rex Morgan, M.D.,” will 
speak about “Our Life with Rex Morgan.” The following 
specialty groups will hold their scientific meetings simultaneously 
during that time: Kentucky Society of Anesthesiologists; Ken- 
tucky Obstetrical and Gynecological Society; Kentucky Psychi- 
atric Association; Southeastern Surgical Congress; and the Ken- 
tucky chapters of the American College of Chest Physicians, 
American Academy of General Practice, American Academy 
of Pediatrics, and American College of Physicians. The guest 
out-of-state speakers will make presentations during these meet- 
ings. Their first presentations during the general scientific ses- 
sions include: 
Surgical Treatment of Stenotic Valvular Diseases, Thomas J. O'Neill, 
Philadelphia. 
Why the Urinary Antiseptics Fail, William Bromme, Detroit. 
Obstetric Misconceptions, John L. Parks, Washington, D. C. 
Psychiatry for the General Practitioner, James H. Wall, White Plains, 
ee 
Treatment of Hyperthyroidism, E. Perry McCullagh, Cleveland. 
Immunization in Infancy and Childhood, John C. Peterson, Milwaukee. 
Low Back Pain and Its Related Conditions—Particularly the Lumbar 
Disc, Milton C. Cobey, Washington, D. C. 
Recommended Expansion of Interests in Anesthesiology, Curtiss B. 
Hickcox, Hartford, Conn. 
Diagnosis and Treatment of Diseases of the Breast, Philip Thorek, 
Chicago. 
The president’s address will be on Wednesday, 11 a. m. The 
sessions will conclude with a symposium on interpretation of 
roentgenograms Thursday, 4 p. m., for which Dr. Robert M. 
Coleman, Hopkinsville, will be moderator. The women’s aux- 
iliary will meet simultaneously. The K. S. M. A. golf tourna- 
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ment will be held at the Audubon Country Club. Physicians 
and their guests may participate in play Monday, Tuesday, 
Wednesday, or Thursday, but only the first day of play of any 
member will count in the contest for tournament prizes. 


MAINE 

Clinical Session in Portland.—The Maine Medical Association 
will hold its fall clinical session at the Eastland Hotel, Portland, 
Sept. 24 and 25. Included on the program will be the following 
speakers, sponsored by the Maine Cancer Society: Drs. Sidney 
Farber, Joe V. Meigs, and Richard H. Overholt, Boston; Dr. 
Thomas J. Anglem, Brookline, Mass.; and Drs. Gordon P. 
McNeer and Cushman D. Haagensen, New York. The session 
will open with a dinner meeting Friday at 6:30 p. m. and close 
with a dinner meeting Saturday evening. A special feature will 
be a series of round-table conferences during the luncheon £at- 
urday. Saturday will be devoted to papers by the above speakers 
and others, including Dr. Edward B. Benedict, Boston. The 
Maine Trudeau Society will sponsor a speaker for the Saturday 
afternoon session, and there will be a meeting of the Maine 
Trauma Committee of the American College of Surgeons on 
Saturday, with speakers to be announced. The women’s aux- 
iliary will meet during the clinical session. 


NEW YORK 


Course on Glaucoma.—A course on glaucoma with particular 
emphasis on gonioscopy and study of the anterior angle will be 
given at the Brooklyn Eye and Ear Hospital, Nov. 15 to 17, with 
instruction in the use of the goniolens. Material from the 
glaucoma clinic will be used. Registration is limited to six 
ophthalmologists. Application and the fee of $40 may be ad- 
dressed to Dr. Daniel Kravitz, Brooklyn Eye and Ear Hospital, 
29 Greene Ave., Brooklyn 38. 





New York City 

Korean Medal Awarded Dr. Rusk.—On Aug. 2 at a dinner at 
the Hotel Waldorf-Astoria given by the American-Korean 
Foundation in honor of Dr. Syngman Rhee, president, Republic 
of Korea, Dr. Rhee presented Dr. Howard A. Rusk, president of 
the foundation, with the national medal of the Republic of Korea. 


Dr. Golden Goes to California——After 32 years with Presby- 
terian Hospital, Dr. Ross Golden will retire as director of the 
hospital’s radiological service and as executive officer of the 
department of radiology of Columbia University College of 
Physicians and Surgeons. Dr. Golden will move to California, 
where he has been appointed visiting professor of radiology 
at the new medical school of the University of California at Los 
Angeles. First director of the radiological service when it was 
formed July 1, 1935, Dr. Golden is also the college’s first profes- 
sor of radiology. As a testimonial, Columbia University is 
sponsoring the Ross Golden lectureship, to which more than 
400 radiologists and persons in allied fields have contributed. 


OHIO 
General Practitioners Meet in Columbus.—The fourth annual 
scientific assembly of the Ohio Academy of General Practice 
will be held Sept. 22 and 23 in the Deshler-Hilton Hotel, Colum- 
bus. A cordial invitation is extended to all members and friends 
of the medical profession. The following presentations have 
been scheduled: 
Public Relations in General Practice, Richard C. Miller, Dayton. 
Medical Problems of the Athlete, John W. Wilce, Columbus. 
Obstetrics in General Practice, Abe Kuhr, Dayton. 
Tuberculosis and the General Physician, I. Phillips Frohman, Wash- 
ington, D. C. 
The Patient with a Headache, Howard D. Fabing, Cincinnati. 
Poliomyelitis Immunization, S. R. Robbins, Cleveland. 
Multiple Sclerosis and Progressive Muscular Dystrophy, Dwight M. 
Palmer, Columbus. 
Medical Education, Stanley E. Dorst, Cincinnati. 
The General Physician and the Hospital, Frank C. Sutton, Dayton. 
The Human Side of Medicine, Leo H. Bartemeier, Detroit. 
Newer Therapeutic Methods in Dermatology, Roy L. Kile, Cincinnati. 
Therapeutic Nuggets, Oscar F. Rosenow, Columbus. 
Narcotic Enforcement, Mr. Ross B. Ellis, Detroit. 
Hearing Impairment in Chiidren, Charles E. Kinney, Cleveland. 
Cervical Disc, Shoulder, Arm, Hand Syndrome, Winchell M. Craig, 
Rochester, Minn. 
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PENNSYLVANIA 

Memorial to Dr. Dixon.—A memorial plaque to Dr. Samuel G. 
Dixon, first commissioner of health for the Commonwealth of 
Pennsylvania, was unveiled in the Capitol Building in Harrisburg 
Aug. 19. Dr. Walter F. Donaldson, Pittsburgh, who succeeded 
Dr. Dixon as president of the Medical Society of the State of 
Pennsylvania when the latter died in 1918, made the presentation 
address. Legislation necessary to have the memorial was passed 
by the Senate and House of Representatives in 1953. The Med- 
ical Society of the State of Pennsylvania, instrumental in the 
creation of the department of health for the commonwealth, 
cooperated in the plan. The cost of the memorial has been pro- 
vided by voluntary contributions. 


Philadelphia 

Meeting of Proctologists—Members of the medical profession 
are invited to the first fall meeting of the Philadelphia Proc- 
tologic Society on Sept. 23, 8:30 p. m., in the headquarters of 
the Philadelphia County Medical Society (21st and Spruce St.), 
where a panel meeting will be conducted by the American Board 
of Proctology. Participating physicians will include Walter A. 
Fansler, Minneapolis; George H. Thiele, Kansas City, Mo.; 
Stuart T. Ross, Hempstead, N. Y.; J. Edwin Alford, Buffalo; 
Garnet W. Ault, Washington, D. C.; Harry E. Bacon, Philadel- 
phia; Louis A. Buie and Raymond J. Jackman, Rochester, Minn.; 
A. W. Martin Marino, Brooklyn; Louis E. Moon, Omaha; 
Hyrum R. Reichmann, Salt Lake City; Jack G. Kerr and Robert 
J. Rowe, Dallas, Texas; and Robert A. Scarborough, San Fran- 
cisco. 


RHODE ISLAND 

Annual Registration of Physicians.—The Rhode Island State 
Department of Health announces that the division of profes- 
sional regulation on Sept. 1 began the annual registration of all 
physicians licensed to practice either medicine or osteopathy in 
the state. This annual registration is required by a law enacted 
by the last session of the General Assembly. As application 
forms have been mailed to all Rhode Island licensed physicians 
for whom current addresses were available, any physician who 
failed to receive such a form should contact the division. Licen- 
tiates who have moved in or out of the state without notifying 
the division are urged to send the current address at once. The 
amended law provides that all medical and osteopathic physicians 
must register their license certificates with the division of pro- 
fessional regulation on or before Nov. 1 of each year by com- 
pleting the official registration form and paying the fee of $1. 
Registrations filed after Nov. 1 must be accompanied by a $3 
fee. The act permits a physician who does not intend to practice 
in Rhode Island during any year to request in writing that his 
or her name be placed on an inactive list, in which case no re- 
newal fee is required as long as the physician remains inactive. 
A provision is made in the law for a $25 fine for any person who 
violates it by failing to register. 


TENNESSEE 

University News.—The University of Tennessee Medical Units, 
Memphis, recently presented a program in emergency surgery 
and acute injuries that was attended by 20 physicians from 
Arkansas, Kentucky, Tennessee, Missouri, Alabama, Illinois, 
and Ohio. The course included surgical cases of interest at John 
Gaston Hospital, teaching facility of the co) .e of medicine; 
lectures on recent concepts of surgery; and f..ms demonstrating 
surgical techniques. 


Pediatric Seminar.—The annual seminar of Le Bonheur Chil- 
dren’s Hospital will be held Sept. 22 and 23. Dr. Waldo E. 
Nelson, professor of pediatrics, Temple University School of 
Medicine, Philadelphia, and Dr. Orvar Swenson, surgeon-in- 
chief, Boston Floating Hospital, will be guest lecturers. The 
former will present “Acute Respiratory Tract Disturbances in 
Infancy and Childhood” and “Modern Treatment of Tuberculosis 
in Children,” and the latter, “The Diagnosis and Treatment of 
Anomalies of the Gastrointestinal Tract in Children” and “Surgi- 
cal Emergencies of the Newborn.” Dr. Nelson will give clinical 
case presentations from 10:10 to 11:10 a. m. on both days, and 
Dr. Swenson will present clinical cases from 3:50 to 5 p. m. 
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WASHINGTON 


State Medical Meeting in Spokane.—The Washington State 
Medical Association will hold its 65th annual convention at the 
Davenport Hotel, Spokane, Sept. 19 to 22. Out-of-state speak- 
ers and their first presentations include: 

Edgar V. Allen, Rochester, Minn.: Treatment of Essential Hypertension 


Harry A. Oberhelman, Chicago: Surgical Problems in Infancy and 
Childhood. 


Donald G. Tollefson, Los Angeles: Medical and Surgical Treatment of 
Endometriosis. 


Ralph K. Ghormley, Rochester, Minn.: Backache—Etiology and Treat- 
ment of Backache and Sciatic Pain. 

On Wednesday at 11:30 a. m. at a public relations luncheon, 
“The Personal, Ethical and Professional Obligations of the 
Physician” will be discussed by Dr. Louis J. Regan, Los Angeles, 
and “Public Relations” by Mr. Leo Brown, A. M. A. Public 
Relations Director. The annual banquet and dance will be held 
Tuesday evening. A golf tournament on Monday at the Spokane 
Country Club and a fishing derby on Lake Pend Oreille have 
been scheduled. A series of motion pictures produced in Wash- 
ington State, showing various surgical and medical procedures, 
will be presented Monday, 1:30 to 4:30 p. m. 


WEST VIRGINIA 

Meetings for General Practitioners.—The West Virginia Acad- 
emy of General Practice will hold a regional meeting at the 
Stonewall Jackson Hotel, Clarksburg, on the afternoon of Sept. 
19. Presentations will include “Obesity” by Dr. Guy F. Holli- 
field, Charlottesville, Va., and “Male Hypogonadism” by Dr. 
Harry F. Klinefelter, Baltimore. A panel discussion will follow 
the presentation of the last paper on the program. An all-day 
regional meeting is scheduled for Parkersburg, Oct. 10. The 
program, which will be sponsored by Lederle Laboratories, will 
be a symposium on office procedures by the general practitioner. 


Personal.—Dr. John C. Condry, Charleston, was elected 
president of the Charleston Executive Club at a meeting held 
in Charleston early in June. Three other Charleston physicians, 
Peter A. A. Haley, Howard A. Swart, and Pat A. Tuckwiller, 
were elected members of the board of directors. Drs. Athey 
R. Lutz, Parkersburg, and Paul P. Warden, Grafton, have been 
appointed to represent the West Virginia State Medical Associ- 
ation on the board of the new state camp for medically handi- 
capped children. Drs. W. P. Bittinger, Summerlee, and Doff 
D. Daniel, Beckley, have been reappointed by Governor Marland 
as members of the medical licensing board for the term ending 
June 30, 1959; both had been appointed members of the board 
in 1949 after its creation by the legislature early that year. 
Dr. John H. Murry, Jenkinjones, has been named by the gover- 
nor as a member of the state board of education for the term 
ending June 30, 1963. Dr. Murry, who has engaged in general 
practice in McDowell County since 1939, served as treasurer 
of the McDowell County medical society during 1950 and 
1951. Dr. Ellery T. Drake, Williamson, secretary of the 
Mingo County Medical Society, has accepted a residency in 
surgery at Christ Hospital in Cincinnati. Dr. Andrew H. Hender- 
son Jr., Williamson, has been named secretary-treasurer of 
Mingo County Medical Society to succeed Dr. Drake. 














WYOMING 

Crippled Children’s Conferences.—Crippled children’s confer- 
ences will be held Sept. 24, 8:30 a. m., at Rock Springs, in the 
basement of Memorial Hospital of Sweetwater County, and in 
Kemmerer Sept. 25 at 8:30 a. m. in the Burgoon School at Dia- 
mondville. These conferences are being held under the auspices 
of the Wyoming Department of Public Health, and crippled 
children under the age of 21 are eligible to attend. Parents of 
children who have not previously attended one of these confer- 
ences are requested to contact their family physician first or to 
write to the Division of Crippled Children, Department of Public 
Health, Cheyenne, Wyo., so that an estimate of how many will 
attend can be obtained. Dr. Gordon C. Whiston, Casper, will 
be the orthopedist and Dr. Paul W. Emerson, Cheyenne, pediatric 
consultant. 





262 MEDICAL NEWS 


GENERAL 

Industrial Health Conference.—The Portland (Ore.) Chamber 
of Commerce, in cooperation with the Oregon State Medical 
Society, the Multnomah County Medical Society, and other 
agencies interested in the health of industrial workers, will spon- 
sor the first annual Pacific Northwest Conference on Industrial 
Health, Sept. 20 and 21, at the Hotel Multnomah in Portland. 
Dr. William J. Sittner, Portland, Ore., is chairman, committee 
on industrial health of the Oregon State Medical Society; Dr. 
Kenneth C. Brown, Portland, Ore., chairman of the Multnomah 
County Society’s committee; and Dr. Frank Perlman, Portland, 
Ore., chairman of the conference. 


Van Meter Prize Award.—The American Goiter Association 
again offers the Van Meter prize award of $300 and two honor- 
able mentions for the best essays submitted on original work 
related to the thyroid gland. The award will be made at the 
annual meeting of the association in Oklahoma City, April 28 
to 30, 1955, if essays of sufficient merit are presented in competi- 
tion. The competing essays may cover either clinical or research 
investigations, should not exceed 3,000 words, and must be in 
English, and a typewritten double-spaced copy in duplicate must 
be sent to the secretary, Dr. John C. McClintock, 149% Wash- 
ington Ave., Albany, N. Y., not later than Jan. 15, 1955. A 
place will be reserved on the program of the annual meeting 
for presentation of the prize award essay by the author. 





Multiple Sclerosis Heredity Study.—Dr. Harold R. Wainerdi, 
New York, medical director, National Multiple Sclerosis Society, 
reports that about 35 pairs of twins from the United States and 
Canada responded to the recent appeal for identical twins 
afflicted with multiple sclerosis (THE JOURNAL, July 24, 1954, 
page 1174). As a result, preliminary verification for research 
into the possible hereditary and environmental causes of the 
crippling disease is now under way. The society plans to com- 
mence its research project as soon as sufficient data on the 
volunteer twins have been amassed and examples of twins have 
been selected to meet the requirements of the proposed study. 
Data will be sifted and corroborated to make sure that (1) the 
twins are identical and (2) one, or both, has multiple sclerosis. 
For purposes of the planned research, the “ideal” twins would 
be those sets in which one member has multiple sclerosis and 
the other has not. Both would be studied to try to determine 
factors that may have been responsible for the disease in the 
afflicted twin. The society’s appeal for identical twins is con- 
tinuing. Volunteers are asked to contact the National Multiple 
Sclerosis Society, 270 Park Ave., New York 17. 


Annual Meeting of Roentgen Ray Society—The 55th annual 
meeting of the American Roentgen Ray Society will be held at 
the Shoreham Hotel, Washington, D. C., Sept. 21 to 24. After 
the address of welcome by Dr. Preston A. McClendon, president, 
Medical Society of the District of Columbia, Tuesday at 8:30 
a. m., Dr. Joshua C. Dickinson, Tampa, Fla., will be installed 
as president and will deliver his inaugural address. Tuesday at 
8:30 p. m. Dr. Dickinson will present a medal to Dr. Edward 
L. Jenkinson, Chicago, who will deliver the Caldwell lecture, 
“Pyloric Antrum of the Stomach.” The following symposiums 
have been scheduled: 


Carcinoma of the Lung, Merrill C. Sosman, Boston, moderator. 

Blood Dyscrasias, Lymphoma-Leukemia Group, H. Dabney Kerr, Iowa 
City, moderator. 

Uses of Radioactive Isotopes in Medical Diagnosis and Research, 
Edith H. Quimby, Sc.D., New York, moderator. 

Neonatal Respiratory Distress Syndromes, Edward B. D. Neuhauser, 
Boston, moderator. 

Inflammatory Lesions of Gastrointestinal Tract, Fred J. Hodges, Ann 
Arbor, Mich., moderator. 


Cocktails at 7 p. m. Thursday will precede the annual banquet 
and the presentation of scientific awards. The annual golf tour- 
nament for the Willis F. Manges trophy will be held Monday 
at the Manor Country Club and will be followed by the golf 
dinner. 


American Medical Writers’ Association.—The American Medi- 





cal Writers’ Association will hold its 11th annual meeting Sept. 
24 at the Hotel Sherman, Chicago. Dr. Jacob E. Reisch, Spring- 
field, Ill., president of the association, will open the symposium 
and panel discussion, “Collegiate Education in Medical Journal- 
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ism and Writing,” for which Dr. Richard M. Hewitt, Rochester, 
Minn., will serve as moderator. I. W. Cole, M.S., Urbana, IIl., 
and Earl F. English, Ph.D., and Dr. Roscoe L. Pullen, Columbia, 
Mo., will speak on the new medical journalism and writing pro- 
gram at the universities of Illinois and Missouri. Panel discus- 
sion will follow presentation of “Medical Journalism Scholarship 
Fund and a Traveling Lectureship for the American Medical 
Writers’ Association” by Dr. Harold Swanberg, Quincy, Ill. In 
the afternoon there will be a symposium and panel discussion 
on medical writing, with Dr. Clayton G. Loosli, Chicago, as 
moderator and Drs. I. Phillips Frohman, Washington, D. C.; 
Sidney W. Scorse, Joplin, Mo.; Waltman Walters, Rochester, 
Minn.; H. Ernest MacDermot, Montreal, Canada; Alexander B. 
Gutman, New York; Harry A. Oberhelman, Chicago; and Rus- 
sell L. Cecil, New York, as collaborators. A fellowship hour at 
7 p. m., will precede the dinner, at which awards will be presented 
and Dr. Jonathan Forman, Columbus, Ohio, will discuss “Newer 
Concept of Disease (Curative Versus Creative Medicine).” 


Mississippi Valley Medical Society—The Mississippi Valley 
Medical Society will hold its 19th annual meeting at the Hotel 
Sherman, Chicago, Sept. 22 to 24, under the presidency of Dr. 
Norris J. Heckel, Chicago. The program will include panel 
discussions on hypertension, obstetrics and gynecology, peptic 
ulcers, endocrinology, and diseases of the heart and blood vessels. 
An informal evening fellowship hour, banquet, and entertain- 
ment have been scheduled for Thursday, when the speakers will 
be Arch Ward, Chicago, sports editor, Chicago Tribune; Dr. 
Arkell M. Vaughn, Chicago, president, Illinois State Medical 
Society; Dr. Harold E. Petersen, St. Joseph, Mo., president, 
Missouri State Medical Association; and Dr. Lonnie A. Coffin, 
Farmington, lowa, president-elect, lowa State Medical Society. 
A feature of the meeting will be the nationwide closed circuit 
telecast, arranged by the American College of Physicians, in 
which a symposium on management of hypertension will be pre- 
sented. This telecast will be shown at both the Sheraton Hotel 
and the Hotel Sherman Thursday, from 5 to 6 p. m. The society 
invites all doctors of medicine to attend its Thursday afternoon 
and evening program, for which there will be no registration 
fee. Dr. Warren H. Cole, Chicago, will speak on acute gall- 
bladder diseases at 2 p. m. and Dr. Waltman Walters, Rochester, 
Minn., on errors in diagnosis and treatment of biliary tract 
lesions at 2:30 p. m., after which a panel on peptic ulcer will be 
presented. 


Southwestern Surgical Congress.—The Southwestern Surgical 
Congress will convene for its 6th annual meeting Sept. 20 to 22 
at the Skirvin Hotel, Oklahoma City. Dr. Philip B. Price, Salt 
Lake City, will deliver the president’s address Tuesday at 3 p. m. 
Panel discussions will be held daily from 2 to 3 p. m., as follows: 
Monday, “Abdominal Anomalies of Childhood,” Dr. John M. 
Waugh, Rochester, Minn., moderator; Tuesday, “Thromboem- 
bolic Phenomena,” Dr. Alton Ochsner, New Orleans, moderator; 
and Wednesday, “Urological Indications for Pelvic Surgery,” 
Dr. Zeph J. R. Hollenbeck, Columbus, Ohio, moderator. A one 
hour motion picture presentation will be offered by the depart- 
ment of surgery of each of the following medical schools in the 
congress area: 

Baylor University College of Medicine, Houston, Texas: Surgical Con- 
siderations of Disease of the Aorta. 

University of Oklahoma School of Medicine, Oklahoma City: Inguinal 
Hernia—Anatomical Considerations, Statistical Analysis and Surgical 
Technique. 

Southwestern Medical School of the University of Texas, Dallas: Effects 
of Various Shock States and Their Treatment on: Pulmonary Func- 
tion; Hepatic Function; Renal Function. 

Twenty-seven scientific papers and case reports will be presented 
by members and member-sponsored speakers. Speakers from 
previous sessions will participate in a question and answer period 
after the luncheon each day. There will be a registration fee 
of $10 for nonmember physicians c -ly, with the following ex- 
ceptions: residents, interns, military personnel, and fellows of 
the Southeastern Surgical Congress. No registration fee will be 
charged fellows of the congress, ladies, and program participants. 


Railway Surgeons Meeting in Sun Valley.—The S5Sist annual 
meeting of the Western Association of Railway Surgeons will 
convene Sept. 23 to 25 at the Lodge, Sun Valley, Idaho. At 9 
a.m. Thursday Dr. W. Joseph McMartin, Omaha, will deliver 
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the president’s address, after which Dr. Joseph F. Gross, Omaha, 
will discuss “Diagnosis and Treatment of Painful Shoulder” and 
Dr. Donald R. Pratt, San Francisco, will give an illustrated lec- 
ture, “Treatment of Mass Injuries to the Hand.” A social hour 
will precede the banquet, 7 p. m., at which Dr. McMartin will 
serve aS toastmaster and Mr. Arthur Stoddard, Omaha, presi- 
dent, Union Pacific Railroad, will be guest speaker. The Friday 
program will open at 9:15 a. m. with discussion of newer con- 
cepts of shock by Dr. Curtis E. Smith, San Francisco, and Dr. 
George A. Collett, Elko, Nev., followed by an illustrated talk 
on malignant lesions of the skin by Dr. Warren A. Bowersox, 
St. Louis, and “Use of Tantalum Mesh in Hernia Repair,” with 
motion pictures, by Dr. Chester C. Guy, Chicago. After presenta- 
tion of “Acute Medical Emergencies” by Drs. R. Emmet Allen 
and William E. Trezise, San Francisco, K. A. Carney, Chicago, 
will have as his topic “Claims, Settlements, Lawsuits, Etc.” At 
9:30 a. m. Saturday, “Radiological Diagnosis of Ulcerative 
Colitis” will be presented by Drs. Francis L. Simonds, John H. 
Brush, and G. Prentiss McArdle, Omaha. Dr. Bradford Sim- 
mons, San Francisco, and Dr. Earl A. Connolly, Omaha, will 
deliver “Gastric Resection for Peptic Ulcerations—Report on 
500 Cases.” The sessions will close with “Peptic Ulcer— 
Diagnosis and Management” by Dr. Claude P. Callaway, San 
Francisco. 


Prevalence of Poliomyelitis—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories 
and possessions in the weeks ended as indicated: 
Aug. 21,1954 
’ iene —a 
Total Aug, 22, 
Paralytic Cases 1953 


Area Type Reported Total 
New England States 
ETRE DE ES ear ere naar 10 21 40 
New Hampshire.. ; - 9 6 
Vermont........ Swhakewn 1 4 6 
Massachusetts... .. laitigilamatiat 21 67 31 
Rhode Island......... eet ot am 4 18 
SE it ci tndndanindeawenaie 3 8 20 
Middle Atlantie States 
ET iid cviemue iiee.trcekeuN ae keen 39 103 175 
ae (Se eeaieeeaem 28 47 59 
tiie caandankeaenee - 72 62 
East North Central States 
Ditstecvtdencosieuaareses odes - 28 156 207 
EE dS ee Se eR ne Se . 24 47 44 
Illinois... . (cei sieewewscwe 75 132 195 
RSE reer ; a 70 1.9 212 
ni scnechhesaeadeeevncneaes 6 35 49 
West North Central States 
Pee 24 53 193 
eee ere ipa 31 72 Gt 
eae a Sie 17 40 35 
GE BOR. ccccccccccccccces Sass ee 11 l4 
ED icc tees vob be eawae eens 7 12 
PE enncbh6sb.o eon ss e009 eeareree 17 36 13 
Sea eee 6 44 33 
South Atlantie States 
NS SEE SCE ET CT PERT T 1 1 4 
Rc deci en eduteteud>eeds : 3 4 41 
District of Columbia................ 3 6 3 
EE idnnbektnsanhewnvewaten woke 15 30 64 
oe ee ae 9 16 27 
I indo an neswees% cdee ox 24 57 53 
I Rie Ss veeacesederccss 4 13 13 
SE Aka chatweesedtbesaaene+esee 20 48 15 
eo ee eae ca paet ed 14 56 12 
East South Central States 
sc chenbhiiontehesawen beeeae 25 47 13 
NE... 5 sc naannss os nae kinases 4 22 29 
pee Kees : ie 11 17 16 
ai dea anaekuten prasad 9 25 13 
West South Central States 
idudsedesciuedaeiunreesicos 13 17 17 
ND 6 555 ioe eaksinn tnd peueead ee 18 31 16 
IK on cantecci46s-ssrbedaenee ‘ 5 39 29 
ee ceus cued sue ece eee sete 51 199 68 
Mountain States 
 cicetciecdenntedeueeiaeneees 1 6 15 
ee 6. on vans benno eewew tease he ca 7 3 
a cis anh oath antes seeks 34 2 15 -« 7 
PE cibeckeededd soberthbbenesa 8 23 15 
Ec cate sip malseeeeiiekwwir 1 8 5 
EET EE OE EE OCONEE Tee 3 7 53 
Do 5. cake ea tra ea tbane een ee 22 3 
ca ntdetsiesnckeesatetaavecee ee 9 4 
Pacific States 
a 6 16 12 
PE tbdavengidvietceiveedebbcade 10 18 10 
I 6 thks os wenn cc desessssrees 150 325 192 
Territories and Possessions 
Di chectkaess runes chegernnee 5 19 ee 
a ceak diedcmiakaameed oe 3 ee 
ii cckwecdvecesscetnnseens ee ° 
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CORRECTION 


Penicillin in Prophyiaxis of Recurrent Rheumatic Fever.—-In 
table 2, page 1467, in THE JouRNAL of Aug. 21, 1954, under the 
column entitled “Initially High” the figure at the bottom of this 
column should be 1 instead of 33. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Clinical Meeting, Miami Florida, Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 


ACADEMY OF PsYCHOSOMATIC MEDICINE, New York, Oct. 8-9, Dr. Ethan 
Allan Brown, 75 Bay State Road, Boston 15, Secretary. 

AMERICAN ACADEMY FOR CEREBRAL Patsy, Williamsburg Inn, Williamsburg, 
Va., Nov 4-6. Dr. Harry E. Barnett, 116 South Michigan Blvd., Chicago 
3, Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, The Wal- 
dorf-Astoria, New York, Sept. 19-24. Dr. W. L. Benedict, 100 First 
Avenue Bldg., Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY OF PEDIATRICS, Palmer House, Chicago, Oct. 4-7. Dr. 
E. H. Christopherson, 610 Church St., Evanston, Ill., Secretary. 

AMERICAN ASSOCIATION OF MEDICAL CLINICS, Jung Hotel, New Orleans, 
Nov. 12-14. Dr. Arthur H. Griep, 420 Cherry St., Evansville, Ind., 
Secretary. 

AMERICAN ASSOCIATION OF MrpIcaL RECORD LrBRaRIANs, Sheraton-Cadillac 
Hotel, Detroit, Oct. 4-8. Miss Doris Gleason, 510 N. Dearborn St., 
Chicago 10, Executive Director. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Hotel Claridge, At- 
lantic City, N. J., Nov. 11-13. Dr. James K. Stack, 700 North Michigan 
Bivd., Chicago 11, Secretary. 

AMERICAN CANCER Society, Hotel Roosevelt, New York, Oct. 17-24. Dr. 
Charles S. Cameron, 47 Beaver St., New York 4, Medical Director. 
AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION, Lake Placid Club, 
Lake Placid, N. Y., Oct. 14-16. Dr. Marshall N. Fulton, 124 Waterman 

St., Providence 6, R. I., Secretary. 

AMERICAN COLLEGE OF GASTROENTEROLOGY, The Shoreham, Washington, 
D. C., Oct. 25-30. Dr. A. Xerxes Rossien, 33 West 60th St., New York 
23, Secretary. 

AMERICAN DENTAL ASSOCIATION, Miami, Fla., Nov. 8-11. Dr. Harold Hillen- 
brand, 222 East Superior St., Chicago 11, General Secretary. 

AMERICAN FRACTURE ASSOCIATION, Shamrock Hotel, Houston, Texas, Oct. 
11-14. Dr. H. W. Wellmerling, 626 Griesheim Bidg., Bloomington, IIL, 
Secretary-General. 

AMERICAN HEART ASSOCIATION, Jung Hotel, New Orleans, Oct. 26-30. 
Mr. Irving Hexter, 44 East 23rd St., New York 10, Secretary. 


AMERICAN MEDICAL WRITERS’ ASSOCIATION, Hotel Sherman, Chicago, Sept. 
24. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 


AMERICAN OTORHINOLOGIC SOCIETY FOR PLASTIC SURGERY, The Waldorf- 
Astoria, New York, Sept. 19. Dr. Louis J. Feit, 66 Park Ave., New 
York, Secretary. 

AMERICAN PusLic HEALTH ASSOCIATION, Memorial Auditorium, Buffalo, 
N. Y., Oct. 11-15. Dr. Reginald M. Atwater, 1790 Broadway, New 
York 19, Executive Secretary. 

AMERICAN ROENTGEN Ray Society, Shoreham Hotel, Washington, D. C., 
Sept. 21-24. Dr. Barton R. Young, Germantown Hospital, Philadelphia 
44, Secretary. 

AMERICAN SOCIETY OF ANESTHESIOLOGISTS, Netherland-Plaza Hotel, Cin- 
cinnati, Oct. 25-30. Dr. J. Earl Remlinger Jr., 188 West Randolph St., 
Chicago 1, Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Sheraton Hotel, 
Chicago, Oct. 31-Nov. 1. Dr. O. J. Pollak, P. O. Box 228, Dover, Del., 
Secretary. 

AMERICAN SOCIETY OF TROPICAL MEDICINE AND HyGIENE, Hotel Peabody, 
Memphis, Tenn., Nov. 4-6. Dr. John E. Larsh Jr., Dept. of Parasitology, 
School of Public Health, Univ. of North Carolina, Chapel Hill, N. C., 
Secretary. 

AMERICAN THERAPEUTIC Society, The Chase Hotel, St. Louis, Nov. 4-7, 
Dr. Oscar B. Hunter, 915 Nineteenth St. N. W., Washington, D. C., 
Secretary. 

ASSOCIATION OF AMERICAN MEDICAL COLLEGES, French Lick Springs Hotel, 

French Lick, Ind., Oct. 17-20. Dr. Dean F. Smiley, 185 N. Wabash 

Ave., Chicago 1, Secretary. 
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ASSOCIATION OF LIFE INSURANCE MEDICAL DIRECTORS OF AMERICA, Royal 
York Hotel, Toronto, Canada, Oct. 12-14. Dr. Henry B. Kirkland, 
P. O. Box 594, Newark, N. J., Secretary. 


CALIFORNIA ACADEMY OF GENERAL PRACTICE, Statler Hotel, Los Angeles, 
Oct. 24-27. Mr. Wm. W. Rogers, 450 Mission St., San Francisco, 
Executive Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Hotel Jef- 
ferson, St. Louis, Oct. 7-9. Dr. Harold L. Gainey, Suite 602, 116 S. 
Michigan Ave., Chicago 3, Secretary. 

CENTRAL SOCIETY FOR CLINICAL RESEARCH, Drake Hotel, Chicago, Oct. 
29-30. Dr. Robert H. Ebert, 950 East 59th St., Chicago 37, Secretary. 


CLINICAL ORTHOPAEDIC Society, Sheraton Hotel, Chicago, Oct. 7-9. Dr. 
John H. Moe, 825 Nicollet Ave., Minneapolis, Secretary. 

COLORADO STATE MEDICAL Society, Broadmoor Hotel, Colorado Springs, 
Sept. 21-24. Mr. Harvey T. Sethman, 835 Republic Building, Denver 
2, Executive Secretary. 

CONGRESS OF NEUROLOGICAL SURGEONS, The Waldorf-Astoria, New York, 
Nov. 4-6. Dr. Bland W. Cannon, 1092 Madison Ave., Memphis, Tenn., 
Secretary. 

DELAWARE, MEDICAL SociETy OF, Dover, Oct. 11-13. Dr. Norman L. 
Cannon, 1208 Delaware Ave., Wilmington, Executive Secretary. 

District OF COLUMBIA, MEDICAL SOCIETY OF THE, Hote! Shoreham, Wash- 
ington, D. C., Nov. 1-3. Mr. Theodore Wiprud, 1718 M St. N. W., 
Washington, D. C., Secretary. 

GuLF Coast CLINICAL Society, Edgewater Park, Miss., Oct. 21-22. Dr. 
F. C. Minkler, Pascagoula, Miss., Secretary. 

INDIANA STATE MEDICAL ASSOCIATION, Murat Temple, Indianapolis, Oct. 
26-28. Mr. James A. Waggener, 23 East Ohio St., Indianapolis 4, Execu- 
tive Secretary. 

INDUSTRIAL HEALTH CONFERENCE (Houston), Shamrock Hotel, Houston, 
Tex., Sept. 23-25. Dr. Sidney Schnur, 411 Medical Arts Bldg., Houston 
2, Tex., Chairman. 

INTERSTATE Post GRADUATE MEDICAL ASSSOCIATION OF NORTH AMERICA, 
Municipal Auditorium, Minneapolis, Nov. 1-4. Dr. Erwin R. Schmidt, 
1300 University Ave., Madison 6, Wis., Secretary. 

INTER-SOCIETY CYTOLOGY CoUNCIL, Statler Hotel, Boston, Nov. 12-13. Dr. 
John B. Graham, 32 Fruit St., Boston, Chairman, Program Committee. 


Kansas City SOUTHWEST CLINICAL SoclETy, Kansas City, Mo., Oct. 4-7. 
Dr. Ira C. Layton, 306 E. Twelfth St., Kansas City 6E, Mo., Secretary. 

KENTUCKY STATE MEDICAL ASSOCIATION, Brown Hotel, Louisville, Sept. 
21-23. Dr. Bruce Underwood, 620 S. Third St., Louisville 2, Secretary. 

MICHIGAN STATE MEDICAL Society, Sheraton-Cadillac Hotel, Detroit, Sept. 
29-Oct. 1. Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Secre- 
tary. 

MIDWESTERN SECTION OF AMERICAN FEDERATION FOR CLINICAL RESEARCH, 
Thorne Hall Auditorium, Northwestern University Medical Campus, 
Chicago, Oct. 28. Dr. R. L. Grissom, Univ. of Nebraska College of 
Medicine, Dept. of Internal Medicine, Omaha 5, Secretary. 

MIssISsIPPI VALLEY Mepicat Society, Hotel Sherman, Chicago, Sept. 
22-24. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 
NATIONAL ASSOCIATION FOR MENTAL HEALTH, Hotel Statler, New York, 
Oct. 23-25. Mr. Robert M. Heininger, 1790 Broadway, New York 19, 

Executive Director. 

NATIONAL PROCTOLOGIC ASSOCIATION, Maryland Hotel, Chicago, Oct. 7-9. 
Dr. George E. Mueller, 59 E. Madison St., Chicago 2, Executive Sec- 
retary. 

NATIONAL REHABILITATION ASSOCIATION, Baltimore, Oct. 24-27. Mr. E. B. 
Whitten, 514-16 Arlington Bldg., 1025 Vermont Ave., N.W., Washing- 
ton, D. C., Executive Director. 

NEW HAMPSHIRE MEDICAL Society, Mt. Washington Hotel, Bretton Woods, 
Oct. 3-5. Dr. W. H. Butterfield, 18 School St., Concord, Secretary. 
NorTH TEXAS-SOUTHERN OKLAHOMA FALL CLINICAL CONFERENCE, Wichita 
Falls, Tex., Sept. 22. Dr. C. H. Wilson, 1300 Eighth St., Wichita Falls, 

Tex., Chairman. 

OKLAHOMA City CLINICAL SOCIETY CONFERENCE, Oklahoma City, Oct. 25-28. 
Dr. Charles E. Leonard, 512 Medical Arts Bldg., Oklahoma City 2, 
Secretary. 

OMAHA Mip-WEsT CLINICAL Socrety, Paxton Hotel, Omaha, Oct. 25-28. 
Dr. Louis E. Moon, 1031 Medical Arts Bldg., Omaha 2, Secretary. 


OREGON STATE MEDICAL Society, Heathman Hotel, Portland, Oct. 13-16. 
Dr. Charles E. Littlehales, 1115 S. W. Taylor St., Portland 5, Executive 
Secretary. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Bellevue-Stratford 
Hotel, Philadelphia, Oct. 17-22. Dr. Harold B. Gardner, 230 State St., 
Harrisburg, Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Midwest, Indianapolis, Claypool Hotel, Oct. 9. Dr. Wendell A. Shullen- 
berger, 3470 Central Ave., Indianapolis, Chairman, 


New England, Hartford, Conn., Oct. 22. Dr. John C. Leonard, 80 
Seymour St., Hartford, Conn., Chairman. 


New Jersey, Newark, Nov. 3. Dr. Edward C. Klein Jr., 6 South Kingman 
Rd., South Orange, N. J., Governor. 
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Southeastern, Edgewater Gulf Hotel, Edgewater Park, Miss., Oct. 15-16, 
Dr. E. Dice Lineberry, 1529 N. 25th St., Birmingham 4, Ala., 
Governor. 


SOUTHERN MEDICAL ASSOCIATION, St. Louis, Nov. 8-11. Mr. C. P. Loranz, 
1020 Empire Bidg., Birmingham 3, Ala., Secretary. 

SOUTHERN SOCIETY OF CANCER CyTOLoGy, St. Louis, Nov. 8-11. Dr. J. 
Ernest Ayre, 1155 N.W. 14th St., Miami, Fla., Secretary. 


SOUTHWESTERN SuRGICAL CONGRESS, Skirvin Hotel, Oklahoma City, Sept. 
20-22. Dr. C. R. Rountree, 1227 Classen Drive, Oklahoma City 3, 
Secretary. 


THE CONSTANTINIAN Society, The Broadmoor, Colorado Springs, Colo., 
Sept. 26-29. Dr. C. F. Shook, P. O. Box 1035-36, Toledo 1, Ohio, Secre- 
tary. 


VERMONT STATE MEDICAL Society, Mt. Washington Hotel, Bretton Woods, 
N. H., Oct. 3-5. Dr. James P. Hammond, 337 South St., Bennington, 
Secretary. 


VIRGINIA, MEDICAL SociETy oF, Shoreham Hotel, Washington, D. C., 
Oct. 31-Nov. 3. Mr. Robert I. Howard, 1105 W. Franklin St., Richmond, 
Executive Secretary. 

WESTERN ASSOCIATION OF RAILWAY SURGEONS, Sun Valley, Idaho, Sept. 
23-25. Dr. Leo L. Stanley, 1322 Fifth Ave., San Rafael, Calif., 
Secretary. 

WISCONSIN, STATE MEDICAL SoOcIETYy OF, Hotel Schroeder, Milwaukee, Oct. 
5-7. Mr. Charles H. Crownhart, 704 E. Gorham St., Madison 3, Secre- 
tary. 


FOREIGN AND INTERNATIONAL 


COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25, 1955. Mr. J. H. Harley Williams, 
Tavistock House North, Tavistock Square, London, W.C.1, England, 
Secretary General. 


CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONFERENCE OF THE SOLVAY INSTITUTE OF SOCIOLOGY, Universiti Libre de 
Bruxelles, Brussels, Belgium, Oct. 18-23, 1954. For information write: 
Assistant to the Secretary, A. Dorsinfang Smets, Solvay Institute of 
Sociology, Parc Leopold, Brussels 4, Belgium. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsyCHOLOGy, Lon- 
don, England, July 18-23, 1955. Dr. C. B. Frisby, National Institute of 
Industrial Psychology, 14 Welbeck St., London, W.1, England, President. 


CONGRESS OF THE INTERNATIONAL DIABETES FEDERATION, Cambridge, 
England, July 4-8, 1955. Mr. James G. L. Jackson, 152 Harley St., 
London, W.1, England, Executive Secretary General. 


CONGRESS OF INTERNATIONAL SOCIETY OF MEDICAL HyDROLOGY, Vichy, 
Paris, and Enghien, France, Sept. 24-27, 1954. Dr. Francon, 55, rue des 
Mathurins, Paris 8°, France, Secretary-General. 

HEALTH CONGRESS OF THE ROyYAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29, 1955. Mr. P. Arthur Wells, Royal Sanitary Insti- 
tute, 90 Buckingham Palace Road, London, S.W.1, England, Secretary. 


INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary-General. 


INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, IIL, U. S. A., 
Secretary. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30, 1955. 
Prof. Gaston Cordier, 45, rue des Saints-Péres, Paris 6°, France, 
Secretary-General. 

INTERNATIONAL ANESTHESIA RESEARCH Society, Ambassador Hotel, Los 
Angeles, Calif., U. S. A., Oct. 10-14, 1954. For information write: Dr. 
T. H. Seldon, 102-110 Second Avenue S. W., Rochester, Minn., U. S. A. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6, 
1955. Prof. C. Liebecq, 17 Place Delcour, Liege, Belgium, Secretary- 
General. 


INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31, 1955. Professor Hauduroy, 19 rue Cesar Roux, 
Lausanne, Switzerland, Secretary-General. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 


Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Ill., U. S. A., Executive Secretary. 


INTERNATIONAL CONGRESS OF HyDATID DISEASE, Madrid, Spain, Sept. 25-30, 
1954. Dr. Jesus Calvo Melendro, Hospital Provincial, Sorea, Spain, 
Secretary-General. 


INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Luxem- 
burg, Luxemburg, Nov. 7-12, 1954. Colonel A. R. Vernengo, Direcion 
General de Sanidad Militar, Pozos 2045, Buenos Aires, Argentina, S. A., 
Secretary-General. 


INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, 1955, and Uppsala, Sweden, Aug. 5, 1955. Dr. Tord Skoog, Uppsala, 
Sweden, General Secretary. 


INTERNATIONAL FEDERATION OF MEDICAL STUDENT ASSOCIATIONS, Rome, 
Italy, Oct. 1-5, 1954. Mr. Jorgen Falck Larsen, 12, Kristianiagade, 
Copenhagen @, Denmark, General Secretary. 
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INTERNATIONAL HOSPITAL CONGRESS, Lucerne, Switzerland, May 30-June 3, 
1955. Capt. J. E. Stone, International Hospital Federation, 10 Old 
Jewry, London, E.C.2, England, Hon. Secretary. 


INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23-26, 
1955. Dr. Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, 
U. S. A., Secretary-General. 

JAPAN MEDICAL CONGRESS, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary-General. 


LATIN AMERICAN CONGRESS OF PHySICAL MEDICINE, Lima, Peru, S. A., Feb. 
14-19, 1955. Dr. Cassius Lopez de Victoria, 176 East 71st St., New 
York 21, N. Y., U. S. A., Executive Director. 


MEDICAL JOURNALISM MEETING, Exposition Universelle Romaine, Rome, 
Italy, Sept. 30, 1954. Dr. H. Clegg, B.M.A. House, Tavistock Square, 
London W.C.1, England, Secretary. 

PAN-AMERICAN ACADEMY OF GENERAL PRACTICE, Lima, Peru, S. A., Feb. 
11-25, 1955. Dr. Arturo Martinez, 54 East 72nd St., New York 21, 
N. Y., U. S. A., Secretary. 

PAN AMERICAN HOMEOPATHIC MEDICAL CONGRESS, Hotel Gloria, Rio de 
Janeiro, Brazil, S. A., Oct. 2-13, 1954. Dr. Paul S. Schantz, 103 West 
Main St., Ephrata, Pa., U. S. A., Executive Secretary. 

PAaN-PACIFIC SURGICAL CONGRESS, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bldg., Honolulu 13, Hawaii, Director 
General. 

WortpD MeEpIcaL ASSOCIATION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A,, 
Secretary-General. 





° EXAMINATIONS 
AND LICENSURE 








BOARDS OF MEDICAL EXAMINERS 


ARIZONA:* Examination and Reciprocity. Phoenix, Oct. 13-15, Jan. 12-14, 
1955, and April 13-15, 1955. Ex. Sec., Mr. Robert Carpenter, 401 Security 
Bidg., Phoenix. 


ARKANSAS:* Examination. Little Rock, Nov. 4-5. Sec., Dr. Joe Verser, 
Harrisburg. 

CALIFORNIA: Written. Sacramento, Oct. 18-21. Oral. Los Angeles, Nov. 20. 
Oral and Clinical Examination for Foreign Medical School Graduates. 
Sec., Dr. Louis E. Jones, 1020 N Street, Sacramento. 

CoLorapo:* Reciprocity. Denver, Oct. 13. Examination. Denver, Dec. 7-8. 
Exec. Sec., Mrs. B. H. Hudgens, 831 Republic Bldg., Denver 2. 

CONNECTICUT:* Examination. Hartford, Nov. 9-10. Sec., Dr. Creighton 
Barker, 160 St. Ronan St., New Haven. 

DELAWARE: Examination and Reciprocity. Dover, Jan. 11-13. Sec., Dr. 
J. S. McDaniel, 229 So. State St., Dover. 


District OF CoLuMBIA:* Examination. Washington, Nov. 8-9. Deputy 
Director, Mr. Paul Foley, Department of Occupations and Professions, 
1740 Massachusetts Ave., N.W., Washington. 


IDAHO: Examination and Endorsement. Boise, Jan, 10-12. Exec. Sec., Mr. 
Armand L, Bird, 364 Sonna Blidg., Boise. 

ILLINOIS: Examination and Reciprocity. Chicago, Oct. 5-7. Supt. of Regis- 
tration, Mr. Frederic B. Selcke, Capitol Blidg., Springfield. 

lowa:* Examination. Des Moines, Dec. 6-8. Exec. Sec., Mr. Ronald V. Saf, 
New State Office Bldg., Des Moines 19. 

Kansas: Examination and Reciprocity. Topeka, Dec. 8-9. Sec., Dr. O. W. 
Davidson, 872 New Brotherhood Bldg., Kansas City. 

KENTUCKY: Examination. Louisville, Dec. 6-8. Asst. Sec., Mr. R. F. Dixon, 
620 S. 3rd St., Louisville. 

Maine: Examination and Endorsement. Portland, Nov. 9-10. Sec., Dr. 
Adam P. Leighton, 192 State St., Portland. 

MASSACHUSETTS: Examination. Boston, Jan. 18-21. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston. 

MICHIGAN:* Examination. Lansing, Oct. 13-15. Sec., Dr. J. Earl McIntyre, 
118 Stevens T. Mason Bldg., Lansing. 

MINNESOTA:* Examination and Reciprocity. Minneapolis, Oct. 19-21. Sec., 
Dr. E. M. Jones, 230 Lowry Medical Arts Bldg., St. Paul 2. 

Mississippi: Reciprocity. Jackson, December. Asst. Sec., Dr. R. Whitfield, 
Old Capitol, Jackson 113. 


MonTANA: Examination and Reciprocity. Helena, Oct. 4. Sec., Dr. S. A. 
Cooney, 214 Power Block, Helena. 
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NEBRASKA:* Examination. Omaha, June. Director, Bureau of Examining 
Boards, Mr. Husted K. Watson, State Capitol Blidg., Room 1009, 
Lincoln 9. 


NEVADA:* Examination and Endorsement. Reno, Oct. 5. Sec., Dr. G. H. 
Ross, 112 Curry St., Carson City. 


NEw Jersey: Examination. Trenton, Oct. 19-22. Sec., Dr. E. S. Hallinger, 
28 W. State St., Trenton. 


New Mexico:* Examination and Reciprocity. Santa Fe, Oct. 11-12. Sec., 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

NorTH CAROLINA: Endorsement. Rocky Mount, Oct. 4. Sec., Dr. Joseph J. 
Combs, Professional Building, Raleigh. 


NortH Dakota: Examination. Grand Forks, Jan. 5-8. Reciprocity. Grand 
Forks, Jan. 8, Sec., Dr. C. J. Glaspel, Grafton. 


On10: Examination. Columbus, Dec. 13-15. Reciprocity. Columbus, Oct. 4. 
Sec., Dr. H. M. Platter, Wyandotte Bldg., Columbus 15. 


OrEGON:* Examination and Reciprocity. Portland, Oct. 14-16. Exec. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Building, Portland 4. 


RHODE ISLAND:* Examination. Providence, Oct. 7-8. Administrator of 
Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 


SOUTH CAROLINA: Examination and Reciprocity. Columbia, Nov. 8. Sec., 
Mr. N. B. Heyward, 1329 Blanding St., Columbia. 


TENNESSEE:* Examination. Memphis, Sept. 29-30. Sec., Dr. H. W. Qualls, 
1635 Exchange Bldg., Memphis. 

Texas:* Examination and Reciprocity. Fort Worth, Dec. 2-4. Sec., Dr. 
M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 


UtaH: Reciprocity. Salt Lake City, Nov. 16. Director, Department of 
Registration, Mr, Frank E. Lees, 324 State Capitol Bidg., Salt Lake City. 


VirGINIA: Examination. Richmond, Dec. 9-11. Reciprocity. Richmond, 
Dec. 8. Address: Board of Medical Examiners, 631 First St., S.W.., 
Roanoke. 


WEST VIRGINIA: Examination. Charleston, Oct. 11. Sec., Dr. Newman H. 
Dyer, State Office Bldg. No. 3, Charleston 5, 


WIsconsIN:* Reciprocity. Madison, Oct. 15. Sec., Dr. Thomas W. Tormey, 
Room 1140, State Office Bldg., Madison 2. 


WyominG: Examination and Reciprocity. Cheyenne, Oct. 4. Sec., Dr. 
Franklin D. Yoder, State Office Bldg., Cheyenne. 


ALAsKA:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 


Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr. Benedict Cooper, Agana. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ALasKA: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


ARKANSAS: Examination, Little Rock, Oct. 5-6. Sec., Dr. Louis E. Gebauer, 
1002 Donaghey Bldg., Little Rock. 


District OF COLUMBIA: Examination. Washington, Oct. 18-19. Deputy 
Director, Department of Occupations and Professions, Mr. Paul Foley, 
1740 Massachusetts Ave., N.W., Washington. 


Fioripa: Examination. Gainesville, Nov. 6. Sec., Mr. M. W. Emmel, 
Box 340, University of Florida, Gainesville. 


Iowa: Examination. Des Moines, Oct. 12. Sec., Dr. Ben H. Peterson, 
Coe College, Cedar Rapids. 

MICHIGAN: Examination. Detroit and Ann Arbor, Oct, 8-9. Sec., Mrs. 
Anne Baker, Mason Bidg., Lansing 2. 


NEBRASKA: Examination. Omaha, Oct. 5-6. Director, Mr. Husted K. 
Watson, Room 1009, State Capitol Bldg., Lincoln 9. 


Nevapa: Examination. Reno, Oct. 5. Sec., Dr. Donald G. Cooney, Box 
9005, University of Nevada, Reno. 

New Mexico: Examination. Santa Fe, Oct. 17. Sec., Mrs. Marguerite 
Cantrell, P. O. Box 1522, Santa Fe. 


OKLAHOMA: Oklahoma City, April 8-9. Sec., Dr. C. Gallaher, 813 Braniff 
Bldg., Oklahoma City. 

OREGON: Examination. Portland, Dec. 4. Sec., Mr. Charles D. Byrne, 
State Board of Higher Education, Eugene. 

RHODE ISLAND: Examination. Providence, Nov. 10. Administrator of Pro- 
fessional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

TENNESSEE: Examination. Memphis, Sept. 20-21. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphis 3. 

Texas: Examination. Austin, Oct. 22-23. Address, Mrs. Betty Ratcliff, 
Chief Clerk, 407 Perry-Brooks Bldg., Austin. 

WISCONSIN: Examination. Madison, Sept. 24. Milwaukee, Dec. 4. Sec., 
Mr. W. H. Barber, 621 Ransom St., Ripon. 





*Basic Science Certificate required. 





Sanderson, Everett Shovelton ® Augusta, Ga.; born in Fall 
River, Mass., June 22, 1894; Washington University School of 
Medicine, St. Louis, 1934; specialist certified by the American 
Board of Preventive Medicine; professor of medicine, micro- 
biology, and public health at the University of Georgia Medical 
Department; assistant instructor of bacteriology at Yale Univer- 
sity School of Medicine in New Haven, Conn., from 1920 to 
1923; assistant professor of bacteriology and pathology at the 
University of Virginia Department of Medicine, Charlottesville, 
from 1925 to 1928; head of the department of bacteriology and 
pathology at the University of Mississippi School of Medicine, 
University, from 1928 to 1930; assistant professor of bacteriology 
and public health at his alma mater from 1930 to 1934; from 
1923 to 1925 on the staff of the Rockefeller Institute for Medical 
Research and in 1929 special member of the International Health 
Division of the Rockefeller Foundation; served with the Ameri- 
can Expeditionary Forces during World War I; fellow of the 
American Public Health Association; member of the Southern 
Medical Association; past president of the Augusta-Richmond 
Tuberculosis Association; honors included an appointment in 
1946 as chief regional medical officer of the China Mission to 
Kiangsi Province, under the United Nations Relief and Re- 
habilitation Administration program; died in Veterans Admin- 
istration Hospital July 16, aged 60, of cerebral arteriosclerosis. 


Freeman, Allen Weir ® Baltimore; born in Lynchburg, Va., 
Jan. 7, 1881; Johns Hopkins University School of Medicine, 
Baltimore, 1905; specialist certified by the American Board of 
Public Health; member of the Medical Society of Virginia and 
the American Public Health Association, of which he was past 
president; served with the Virginia State Health Department 
from 1908 to 1915, and as director of the Rockefeller Hook- 
worm Commission in Virginia from 1910 to 1914; epidemiolo- 
gist in the U. S. Public Health Service from 1915 to 1917; state 
commissioner of health of Ohio from 1917 to 1921; resident 
lecturer in public health from 1921 to 1923 at Johns Hopkins 
School of Hygiene and Public Health, where he was professor 
of public health administration from 1923 to 1946 and dean 
from 1934 to 1937; served during World War I; for many years 
served with the Maryland State Department of Health and the 
Baltimore City Health Department; editor of “A Study of Rural 
Public Health Service,” published in 1933; author of “Five 
Million Patients”; died in Johns Hopkins Hospital July 3, aged 
73, of carcinoma of the prostate. 


Gustafson, Gerald Williams ® Indianapolis; born in Chesterton, 
Ind., Oct. 8, 1899; Northwestern University Medical School, 
Chicago, 1925; professor of obstetrics and gynecology at the 
Indiana University School of Medicine; specialist certified by 
the American Board of Obstetrics and Gynecology; member of 
the American Association of Obstetricians, Gynecologists, and 
Abdominal Surgeons and the Central Association of Obstetri- 
cians and Gynecologists; fellow of the American College of 
Surgeons; in 1945 a member of the advisory committee to the 
Bureau of Maternal and Child Health of the Indiana State Board 
of Health, and in 1946 and 1947 chairman of that committee; 
in 1948 named chairman of the Indiana State Medical Associa- 
tion Committee on Maternal and Child Health and from 1949 
through 1953 a member of that committee; on the staffs of the 
Coleman, St. Vincent’s, and Methodist hospitals; died in the 
Massachusetts General Hospital, Phillips House, June 14, aged 
54, of complications following an operation. 


Sobel, Jacob ® New York City; born Dec. 17, 1872; Columbia 
University College of Physicians and Surgeons, New York, 1895; 
an Associate Fellow of the American Medical Association; past 
president of the Harlem Medical Society; from 1899 to 1922 
associated with the city’s department of health, serving during 
the last four years of that period as assistant director of the 
bureau of child hygiene; from 1922 to 1933 a member of the 
health department’s advisory board; at one time professor of 





@ Indicates Member of the American Medical Association. 
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hygiene at Fordham University School of Medicine; founder of 
the Hospital for Joint Diseases, where he was president of the 
medical board in 1934, and for many years attending pedi- 
atrician; served as attending pediatrician at the Beth David and 
Gouverneur hospitals; in 1942 won first prize in a national essay 
contest arranged by Town Hall in connection with its radio 
forum, “America’s Town Meeting of the Air”; died July 25, 
aged 81. 


Gerhart, William Francis ® Selinsgrove, Pa.; born in Philadel- 
phia Nov. 3, 1887; College of Physicians and Surgeons, Balti- 
more, 1912; during World War I served overseas as a captain 
in the Medical Corps and later as contract surgeon for the U. S. 
Army Recruiting Office in Philadelphia, where he formerly 
practiced and where he was a member of the board of health 
and was affiliated with the Frankfort Hospital and the Phiiadel- 
phia State Hospital; from 1942 to 1952 served as staff physician 
at the Selinsgrove State School; consulting physician for the 
Eugenia Memorial Hospital at White Marsh until recently; died 
July 2, aged 66, of esophageal varices. 

Towne, George Scott ® Saratoga Springs, N. Y.; born in South 
Woodbury, Vt., Sept. 3, 1873; Albany (N. Y.) Medical College, 
1899; an Associate Fellow of the American Medical Association, 
and a member of its House of Delegates in 1918, 1940, 1942, 
1943, 1944; fellow of the American College of Surgeons; served 
as president of the New York and New England Associatton of 
Railway Surgeons; affiliated with the Saratoga Hospital, where 
he was past president of the staff; served as surgeon for the 
Adirondack Division of the Delaware & Hudson Railroad; past 
president of the Saratoga Springs Rotary Club; died in a nursing 
home in Stamford, Conn., July 20, aged 80, of a cerebrovascular 
accident and general arteriosclerosis. 


Andrews, Herman David © Glen Cove, L. I., N. Y.; University 
of Buffalo School of Medicine, 1905; member of the American 
Academy of Ophthalmology and Otolaryngology; an associate 
fellow of the American Medical Association; practiced in East 
Aurora and Buffalo, where he was on the staff of the Buffalo 
Eye and Ear Hospital; died July 23, aged 75. 


Baker, George Washington ® Walters, Okla.; Atlanta College 
of Physicians and Surgeons, 1902; served as county health 
superintendent; died in Duncan July 15, aged 81, of cardiorenal 
insufficiency. 

Baker, Johnson Joshua © Magnolia, Ark.: Memphis (Tenn.) 
Hospital Medical College, 1902; served as city and county health 
officer; died July 25, aged 75, of carcinoma of the liver. 


Barnes, Harry Aldrich, Pembroke, Mass.; Harvard Medical 
School, Boston, 1896; specialist certified by the American Board 
of Otolaryngology; member of the American Laryngological 
Association and the New England Oto-Laryngological Society; 
served during World War I; formerly on the staff of the Massa- 
chusetts General Hospital in Boston; died July 18, aged 82. 


Barnett, James Russell © Arkadelphia, Ark.; University of 
Arkansas School of Medicine, Little Rock, 1940; on the staff of 
the Memorial Hospital; died in Gurdon (Ark.) Municipal Hos- 
pital July 7, aged 41, of heart failure. 


Bauer, John A. © Germantown, IIl.; Beaumont Hospital Medical 
College, St. Louis, 1897; served on the staff of St. Joseph’s Hos- 
pital in Breese, where he died July 15, aged 80, as the result of 
a fractured knee and diabetes mellitus. 


Billings, Elton Pope ® Grand Rapids, Mich.; University of Michi- 
gan Medical School, Ann Arbor, 1906; at one time on the faculty 
of his alma mater; affiliated with Butterworth and Blodgett 
Memorial hospitals; died July 3, aged 79, of coronary occlusion. 


Blum, Julius, New York City; Columbia University College of 
Physicians and Surgeons, New York, 1910; formerly with the 
bureau of laboratories of the city health department; served as 
pathologist for the Home for Hebrew Infants; died July 13, 
aged 69, of cerebral thrombosis. 
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Breuer, Roland George @ San Jose, Calif.; University of Ne- 
braska College of Medicine, Omaha, 1919; affiliated with San 
Jose Hospital and O’Connor Hospital, where he died June 22, 
aged 59, of lobar pneumonia, following an operation. 


Clarke, William Franklin, Petersburg, Va.; Leonard Medical 
School, Raleigh, N. C., 1905; for many years member of the 
local draft board; died July 17, aged 88, of coronary occlusion. 
Cleary, Thomas Joseph, Brooklyn; Georgetown University 
School of Medicine, Washington, D. C., 1908; affiliated with 
Samaritan Hospital, where he died July 24, aged 68, of cancer. 


Dialon, Ismar © Los Angeles; Ludwig-Maximilians-Universitat 
Medizinische Fakultaét, Miinchen, Bavaria, Germany, 1923; died 
July 3, aged 57, of coronary occlusion. 


Dickson, Hugh F., Covington, Tenn.; Memphis (Tenn.) Hospital 
Medical College, 1909; died in Baird Brewer Hospital, Dyers- 
burg, July 14, aged 69, of coronary occlusion. 


Dudley, Norman Spear, Church Hill, Md.; University of Mary- 
land School of Medicine, Baltimore, 1901; served as county 
health officer; affiliated with Memorial Hospital in Easton, died 
in the Kent and Upper Queen Anne’s General Hospital, Chester- 
town, July 1, aged 80, of cerebral hemorrhage. 


Duffy, Paul Victor ® Cleveland; Creighton University School 
of Medicine, Omaha, 1922; specialist certified by the American 
Board of Obstetrics and Gynecology; on the staffs of the Mary- 
mount Hospital, St. Ann Hospital, and St. Alexis Hospital, where 
he died July 5, aged 57, of abdominal carcinoma with metas- 


tasIs. 


Fichthorn, Lewis Leitzell, Harrisburg, Pa.; Western Pennsyl- 
vania Medical College, Pittsburgh, 1902; affiliated with the 
Western Pennsylvania Hospital; died July 5, aged 76, of coronary 
occlusion. 


Gaunt, George Garber, Cannon Beach, Ore.; University of 
Oregon Medical School, Portland, 1910; died July 27, aged 72. 


Gee, Robert Lee © Hugo, Okla.; St. Louis College of Physicians 
and Surgeons, 1903; past president of the Choctaw County Medi- 
cal Society; died June 22, aged 75. 

George, Elmer August, Cleveland; Western Reserve University 
School of Medicine, Cleveland, 1914; for many years physician 
for the board of education, and physician for the children’s 
hygiene division of the city health department; dicd July 29, 
aged 68,-of coronary thrombosis. 

Giles, Robert Emmett, Mendenhall, Miss.; University of Nash- 
ville (Tenn.) Medical Department, 1906; served as part-time 
county health officer; died in Magee Aug. 7, aged 75. 


Greeff, John G. W. © Quogue, N. Y.; Columbia University 
College of Physicians and Surgeons, New York, 1896; served 
on draft board during World Wars I and II; commissioner of 
the department of hospitals in New York City from 1929 to 
1933; died in Center Moriches July 27, aged 80, of arterio- 
sclerosis. 

Grossman, Aaron ® Allentown, Pa.; Tufts College Medical 
School, Boston, 1931; served during World War Il; member of 
the staffs of the Allentown and Sacred Heart hospitals; died 
July 3, aged 48, of a heart attack. 


Gruenhagen, Arnold Phillip ® St. Paul; University of Illinois 
College of Medicine, Chicago, 1919; fellow of the American 
College of Surgeons; affiliated with Ancker, St. Joseph’s, Miller, 
and St. Luke’s hospitals; died July 6, aged 59, of cerebral 
hemorrhage. 


Hansbrough, Lyle Jamesson ® Front Royal, Va.; University of 
Virginia Department of Medicine, Charlottesville, 1936; on the 
staff of the Warren Memorial Hospital as chief surgeon; died 
July 5, aged 42, of cerebral hemorrhage. 


Harbison, J. Glen © Spokane, Wash.; the Hahnemann Medical 
College and Hospital, Chicago, 1905; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1907; fellow of the American College of Surgeons; served 
on the staffs of the Deaconess and Sacred Heart hospitals; died 
July 18, aged 73, of pernicious anemia. 
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Henderson, Arvin, Ridgeville, Ind.; University of Louisville 
(Ky.) Medical Department, 1911; died in the Jay County Hos- 
pital, Portland, July 8, aged 66, of injuries received in an auto- 
mobile accident. 


Hill, George Washington, Ardmore, Okla.; Meharry Medical 
College, Nashville, 1908; died July 16, aged 72, of heart failure. 


Hoffmann, Oskar, Utica, N. Y.; Medizinische Fakultaét der Uni- 
versitat, Vienna, Austria, 1912; senior resident physician at 
Utica State Hospital, where he died July 31, aged 66, of myo- 
cardial infarction. 


Hollingsworth, Gervas Foster ® Dyess, Ark.; University of 
Arkansas School of Medicine, Little Rock, 1928; for many years 
owner of the Dyess Hospital; on the staff of the Osceola (Ark.) 
Memorial Hospital; died at his summer home in Lake Hamilton 
July 20, aged 52. 

Hubbard, James Filmer ® Waynesboro, Va.; University College 
of Medicine, Richmond, 1908; served during World War I; 
affiliated with Waynesboro Community Hospital; died in the 
University of Virginia Hospital, Charlottesville, June 29, aged 
78, of arteriosclerotic heart disease. 

Hurley, James Edward, Worcester, Mass.; University of Mary- 
land School of Medicine, Baltimore, 1904; for many years medi- 
cal examiner for the Baltimore and Ohio Railroad; died in St. 
Vincent Hospital July 6, aged 73, of duodenal ulcer. 


Hutchinson, Abbott Trask © Coconut Grove, Fla.; born in 1880; 
University of Vermont College of Medicine, Burlington, 1905; 
member of the Medical Society of the State of New York and 
the American Academy of Ophthalmology and Otolaryngology; 
fellow of the American College of Surgeons; an Associate Fel- 
low of the American Medical Association; specialist certified by 
the American Board of Otolaryngology; at one time practiced 
in New York City; died in Brattleboro, Vt., July 12, aged 74, 
of chronic myocarditis and cerebral arteriosclerosis. 

Hyland, Edward Joseph ® Jamaica, N. Y.; University and Belle- 
vue Hospital Medical College, New York, 1911; served during 
World War I; affiliated with Mary Immaculate Hospital, where 
he died June 18, aged 67, of cerebral hemorrhage. 


Jarratt, Thomas Franklin, Jarratt, Va.; University College of 
Medicine, Richmond, 1904; died May 21, aged 76, of a heart 
attack. 


Keeling, James E. ® Waldron, Ind.; Medical College of Indiana, 
Indianapolis, 1891; an Associate Fellow of the American Medi- 
cal Association; formerly county health officer; vice-president 
and director of the State Bank of Waldron; died in Major Hos- 
pital, Shelbyville, June 26, aged 86, of chronic nephritis and 
arteriosclerosis. 


Keilty, Robert Andrew © Washington, D. C.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1907; 
member of the American Society of Clinical Pathologists; died 
July 19, aged 68. 


Laczynski, Francis Stephen, Dearborn, Mich.; Chicago College 
of Medicine and Surgery, 1914; served during World War I; 
affiliated with St. Francis Hospital in Hamtramck; died June 1, 
aged 64, of coronary thrombosis. 


Larrabee, Ervin E., Williamston, Mich.; Detroit College of 
Medicine, 1903; served on the staffs of the Edward W. Sparrow 
and St. Lawrence hospitals; died in Lansing July 7, aged 80, 
of cerebral hemorrhage. 


Lowe, Henry Hufman, Leesburg, Ohio; University of Cincinnati 
College of Medicine, 1915; president of the Highland County 
Medical Association; served during World War I; member of 
the Highland County Board of Education; chief of staff of the 
Greenfield (Ohio) Municipal Hospital; died in the Holmes Hos- 
pital, Cincinnati, June 26, aged 65, as the result of a kick from 
a horse. 

Lutz, James Sharp ® Louisville, Ky.; Kentucky University Medi- 
cal Department, Louisville, 1905; served during World War I; 
died in St. Joseph Infirmary July 13, aged 76. 


McAllister, E. R., Seminole, Okla.; Barnes Medical College, St. 
Louis, 1897; died June 5, aged 82, of coronary occlusion. 
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Mahaffey, John A., Richmond, Ky.; Hospital College of Medi- 
cine, Louisville, 1893; past president of the Madison County 
Medical Society; affiliated with Pattie A. Clay Infirmary, where 
he died July 15, aged 88, of acute left ventricular failure. 


Maislen, Arnold Kenneth, Hartford, Conn.; Yale University 
School of Medicine, New Haven, 1952; certified by the National 
Board of Medical Examiners; also a dentist; from July 1, 1943, 
to Dec. 22, 1945, an ensign in the U. S. Navy; resident at the 
Bellevue Hospital in New York City; died in Hartford Hospital 
June 18, aged 29, of Hodgkin’s disease. 


Malster, Robert Mahaffey, Worthington, Ohio; Rush Medical 
College, Chicago, 1894; served during World War I; died in the 
Harding Sanatorium July 10, aged 85. 


Manly, Thomas Edward © Ramsey, N. J.; Fordham University 
School of Medicine, New York, 1921; formerly practiced in 
Paterson, N. J., where he was sheriff of Passaic County, health 
commissioner, and at one time member of the state legislature; 
served on the staff of the Paterson (N. J.) General Hospital, 
where he died July 13, aged 56, of carcinoma of the left lung. 


Metzner, Abraham, Los Angeles; Cleveland Homeopathic Medi- 
cal College, 1912; died July 6, aged 68. 


Morden, Esli Terrill ® Adrian, Mich.; Michigan College of 
Medicine and Surgery, Detroit, 1901; past president and 
treasurer of the Lenawee County Medical Society; at one time 
secretary of the Northern Tri-State Medical Association; served 
during World War I; past president and member of the board 
of the Adrian City Club, a charter member and director of the 
Adrian Rotary Club, of which he was president in 1938; died 
June 1, aged 76, of carcinoma of the liver. 


Murphy, Daniel Joseph ® New Orleans; Tulane University of 
Louisiana School of Medicine, New Orleans, 1915; member of 
the American Academy of General Practice; past president of 
the Catholic Physicians’ Guild; formerly vice-president of the 
Louisiana State Medical Society; served during World War I 
and was awarded the British Military Cross; past president of the 
staff of Hotel Dieu, where he died July 6, aged 60, of coronary 
thrombosis. 


Pettijohn, Blanchard Beecher, Indianapolis; Medical College of 
Indiana, Indianapolis, 1901; died July 9, aged 76, of arterio- 
sclerosis. 

Piper, Harry Elwin ® Santa Cruz, Calif.; Medical Department 
of the University of California, 1902; formerly city health officer; 
chairman of the city planning commission; served during World 
War I; died in the University of California Hospital in San 
Francisco July 24, aged 77, of congestive heart failure. 


Ritchey, James Weslie, Kansas City, Mo.; Missouri Medical 
College, St. Louis, 1891; died Aug. 8, aged 85. 


Ritter, Fred Lester, Oceanside, Calif.; Albany (N. Y.) Medical 
College, 1912; member of the founders group of the American 
Board of Surgery; formerly assistant professor of gynecology at 
Syracuse University College of Medicine; served during World 
Wars I and II; died in U. S. Naval Hospital, Camp Pendleton, 
July 9, aged 68, of dissecting aneurysm. 


Robles, Charles Walter ® Lieut. Commander, U. S. Navy, 
retired, Tampa, Fla.; University of Maryland School of Medicine 
and College of Physicians and Surgeons, Baltimore, 1918; entered 
the U. S. Navy in December, 1920; retired Dec. 1, 1943; died 
June 18, aged 59, of adenocarcinoma of the colon. 


Rosenblatt, Joseph ® Kerrville, Texas; Long Island College Hos- 
pital, Brooklyn, 1915; member of the California Medical Asso- 
ciation, American College of Chest Physicians, and the American 
Trudeau Society; affiliated with the Veterans Administration 
Hospital; died in the Sid Peterson Memorial Hospital, July 23, 
aged 70, of carcinoma. 

Rubenstein, William Evans, St. Louis; St. Louis University 
School of Medicine, 1923; died in the Jewish Hospital July 3, 
aged 55, of coronary thrombosis. 

Schwallie, Albert Eugene, Ripley, Ohio; Cornell University 
Medical College, New York, 1910; died in the Good Samaritan 
Hospital, Cincinnati, July 8, aged 74, of carcinoma of the pros- 
tate and coronary thrombosis. 


J.A.M.A., Sept. 18, 1954 


Shapiro, Newton Hart © San Francisco; University of California 
Medical School, San Francisco, 1932; served during World War 
II; on the staffs of Mount Zion and Hahnemann hospitals; died 
June 20, aged 47, of coronary occlusion. 


Smith, Houghton Currier, North Amherst, Mass.; Baltimore 
Medical College, 1903; died June 13, aged 77, of coronary 
thrombosis. 


Sparks, James Cecil, Ashland, Ky.; Hospital College of Medi- 
cine, Louisville, 1906; past president of the Boyd County Medical 
Society; served as chief of staff of the King’s Daughters’ 
Hospital; died June 3, aged 79, of arteriosclerotic heart disease, 


Sproat, James, Portland, Ore. (licensed in Oregon in 1906); died 
June 24, aged 78, of perforated peptic ulcer. 


Stewart, Luther G., Ellaville, Ga.; Atlanta Medical College, 
1895; died June 2, aged 82, of arteriosclerosis. 


Strayhorn, Le Roy Powell © Santa Ana, Calif.; Memphis (Tenn.) 
Hospital Medical College, 1903; on the staff of St. Joseph 
Hospital in Orange, where he died May 14, aged 75, of con- 
gestive heart failure. 


Stukes, Joseph Theoditus, Americus, Ga.; Medical College of the 
State of South Carolina, Charleston, 1901; died in Macon July 5, 
aged 77, of Parkinson’s disease. 


Sussman, Jacob Joel © Brooklyn; Long Island College Hospital, 
Brooklyn, 1911; affiliated with the Kingston Avenue Hospital 
and the Maimonides Hospital, where he died July 12, aged 66, 
of mesenteric thrombosis and auricular fibrillation. 


Suter, Waldo Charles ® Waterville, Ohio; Ohio State University 
College of Medicine, Columbus, 1926; past president of the 
Waterville Rotary Club; on the staffs of the Mercy Hospital, 
Flower Hospital, Toledo Hospital, and the Riverside Hospital 
in Toledo, where he died June 12, aged 60, of hypernephroma 
with metastases to the lungs. 


Sweaney, J. David ® Minter City, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1902; died in Greenwood-Leflore 
Hospital, Greenwood, June 22, aged 75, of cardiovascular renal 
disease. 

Taylor, Herbert Wellington ® Lieutenant Colonel, U. S. Army, 
retired, Fairfax, Vt.; University of Vermont College of Medicine, 
Burlington, 1911; served during World War I; entered the reg- 
ular Army as a captain Sept. 15, 1920; promoted to lieutenant 
colonel April 8, 1937; retired Dec. 31, 1939; died July 2, aged 
68, of cancer of the throat. 


Van Arsdall, Charles Alexander, New York City; Johns Hopkins 
University School of Medicine, Baltimore, 1949; interned at the 
Duke Hospital in Durham, where he served a residency; during 
the early part of the Korean War served as a lieutenant (j.g.) 
in the U.S. Naval Reserve; resident at the Bellevue Hospital 
Center 16, where he died suddenly, July 21, aged 28. 


Whaley, Arthur Maunder ® Colonel, U. S. Army, retired, Wash- 
ington, D. C.; University of Buffalo School of Medicine, 1896; 
fellow of the American College of Surgeons; entered the regular 
Army in 1903; promoted through the various ranks to that of 
colonel July 14, 1929; retired Dec. 31, 1936, by operation of 
law; returned to active duty from Feb. 10, 1942, to Dec. 2, 1945; 
at one time superintendent of the Gorgas Hospital in the Canal 
Zone; died May 6, aged 81, of cerebral hemorrhage. 


Williams, Carl Granger © Santa Monica, Calif.; College of Medi- 
cal Evangelists, Loma Linda and Los Angeles, 1923; served 
during World War I; on the staffs of the Santa Monica and St. 
John’s hospitals; died July 7, aged 57, of fatty degeneration of 
the liver. 


Williams, Robert Percy ® Rutland, Vt.; University of Vermont 
College of Medicine, Burlington, 1925; affiliated with Rutland 
and Proctor hospitals; died in Fulton July 25, aged 54, of 
coronary thrombosis. 


Wisely, Edward Darragh ® Staten Island, N. Y.; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1896; 
for many years served as secretary-treasurer of the Richmond 
County Medical Society; affiliated with St. Vincent’s and Staten 
Island hospitals; died in the Richmond Memorial Hospital May 
31, aged 79, of pneumonia. 
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FOREIGN LETTERS 


BRAZIL 


Mechanism of Metastasis Production.—During the International 
Congress of Cancer, held at Sao Paulo in August, Dr. Francisco 
Fialho of Rio de Janiero reported that he had studied the differ- 
ent routes followed by the neoplastic cells and the general con- 
ditions that stimulate the production of metastases. Venous 
invasion is much commoner than arterial invasion. Metastases 
through the blood channels are common from chondrosarcomas. 
These may occur through the venous plexus as described by 
Batson or through arteriovenous pulmonary anastomosis. 
Metastases by way of the spinal fluid are uncommon and occur 
only in some types of the central nervous system blastoma. The 
structure of the primary tumor may interfere with the mechanism 
of metastasis. Malignant differentiated blastomas with slow 
development may produce metastases later or less frequently 
than the more undifferentiated tumors. The reported metastasis 
of the neoplasms considered microscopically benign suggest that 
their malignancy is more a biological than a histological con- 
dition. The fact that many neoplastic cells that enter the cir- 
culation are destroyed suggests a lack of adaptation of the 
neoplastic cell to the new tissue rather than a specific tissue 
defense. 


Hemorrhage in Portal Hypertension.—In a paper published in 
Revista de medicina e cirurgia de Sado Paulo for May, 1954, page 
219, Dr. Alvaro Dino de Almeida of Sao Paulo stated that 
patients with portal hypertension who die of hematemesis are 
rarely found at autopsy to have ruptured esophageal varices. 
He had seen patients with portal hypertension without hema- 
temeses and others with slight hypertension who had profuse 
bleeding. When such varices are therapeutically sclerosed, hemor- 
rhages from them do not occur, but hematemesis may occur in 
the absence of esophageal varices, peptic ulcers, or neoplasms. 
Surface hemorrhages may be due to altered permeability of 
capillary walls or multiple erosions. The frequently seen associ- 
ation of changes in the central nervous system, especially in the 
hypothalamus, with hemorrhagic lesions of the digestive tract, 
especially the stomach, suggest that the same mechanism, through 
the autonomic nervous system, may be responsible for hemor- 
rhages in patients with portal hypertension. Such patients might 
be benefited by bilateral vagotomy. 


Intussusception.—A series of 29 children with intussusception 
was presented by Drs. Virgilio A. de Caravalho Pinto and 
Roberto Vilhena de Moraes before the Associacao Paulista de 
Medicina. All but two of the patients were under one year of 
age. Their study covers the period from January, 1951, to 
December, 1953. Six patients were treated by the barium enema 
method, 9 by the same method plus operation, and 14 by 
operation alone. There were three deaths. Early diagnosis im- 
proves the prognosis. The barium enema method of treatment 
should be used cautiously and only in the first few hours after 
the onset of symptoms. If the intussusception is itreducible or 
gangrene of the intestine is suspected, the treatment of choice is 
resection with primary anastomosis. 


ENGLAND 


General Practice in the United States and Britain. —Dr. Charles 
M. Fleming of Scotland, after a three months’ tour in the United 
States, has compared the conditions of medical practice that he 
found with those in Britain. According to him, equipment is better 
in American practices. Examination couches in the consult- 
ing room are meant to be used and are not articles of furniture. 
Shortwave diathermy machines, ultraviolet-ray lamps, electro- 
cardiographs, x-ray machines, spirometers for measuring basal 
metabolic rates, and even anesthetic apparatus are far more in 
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evidence in American physicians’ offices. Refrigerators for stor- 
age of biologicals, dressing carts, and scales-for weighing patients 
might be said to be standard equipment. In the United States 
there is a much greater saving of the physician’s time because 
he makes greater use of an ancillary staff such as nurses, techni- 
cians, and secretaries. The nurse commonly undertakes simple 
laboratory tests and secretarial work, but a separate secreiary- 
receptionist and sometimes a technician are employed. the 
English general practitioner seldom employs a full-time secre- 
tary. Fleming described the waiting rooms attached to some 
group practices as comparable to lounges in luxury hotels. Lab- 
oratory work in such group practices is often complete and rarely 
is work sent outside. More elaborate investigations are done in 
hospital or commercial laboratories. The good general practi- 
tioner does not abuse laboratory tests or use them as short cuts 
to diagnosis. 

Fleming noted that a large proportion of American general 
practitioners hold some form of hospital appointment. In Balti- 
more and New York, for example, about two-thirds of them have 
hospital affiliations. It is generally accepted that the American 
general practitioner should have the privilege of caring for his 
own private patients in a hospital and should have the opportunity 
of working under supervision in the wards and outpatient depart- 
ment of the public hospitals. Regular staff appointments are held 
by many general practitioners. Fleming states that in New York 
there are two and a half times as many physicians in proportion 
to the population as there are in Scotland. He thinks that if 
hospitals in Scotland were run on American lines every Scottish 
physician could have a hospital appointment in addition to his 
private practice. The American Medical Association, the Ameri- 
can College of Surgeons, and the American Hospital Association 
advocate that the general practitioner as well as the specialist 
should have access to the modern hospital, which he should be 
able to use to the degree that his training and experience warrant. 

The scope of the general practitioner’s work in the United 
States is a good deal wider than in Britain. This, in part, explains 
his more elaborate diagnostic and therapeutic equipment, which 
is really necessary for his work and which is expected by his 
patient. An occasional major operation is still performed by 
general practitioners in large cities like New York and Baltimore. 
The general practitioner surgeon is now unknown in Britain; he 
disappeared with the advent of the National Health Service in 
1948. In the United States the general practitioner is encouraged 
to investigate and treat his patients with a full range of diagnostic 
and therapeutic facilities, which in Britain are available only to 
the hospital specialist. Fleming says: “I am satisfied that he [the 
American practitioner] can and does do a better job in many, but 
not all ways, than is done by the general practitioner here [in 
Britain].” 

Group practice is commoner in America than in Britain. The 
physician in group practice is able to do his best work, having 
ready access to the necessary specialist advice and diagnostic 
and therapeutic facilities. Economy is effected by sharing accom- 
modation, equipment, and ancillary personnel. There is also an 
economical use of medical manpower, because the young physi- 
cian is kept fully employed and does not wait for patients for 
long periods in a newly established practice. The physician in 
group practice has time and facilities for private study and attend- 
ance at meetings, conventions, and postgraduate courses, and can 
work more easily in any specialty in which he may wish to develop 
his knowledge and talents. He has more leisure because night 
duty, emergency calls, and so forth, are shared by some form 
of rotation. The fundamental justification for group practice is 
the opportunity it offers for greater efficiency in the key member 
of the team, the family physician, and hence better service for the 
patient. Fleming remarked that the American physician has more 
time in which to see his patient; he needs it to practice his wider 
range of skills. The only criticism Fleming had of general practice 
in the United States was that more time might sometimes be 
given to consideration of the patient as a person; this was often 
lacking when the physician was preoccupied with instrumental 
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investigation, laboratory tests, and roentgenologic and other 
examinations. In the main the British general practitioner has a 
better knowledge of the patient and his family, work, upbringing, 
and social background. Fleming was impressed with the standard 
of work done by most American general practitioners, the reac- 
tions of patients, and the confidence of all in the future of general 
practice. The success of the American Academy of General 
Practice, with its membership of 17,009, has undoubtedly con- 
tributed to this and enhanced the status of the general practi- 
tioner. 

Fleming compares the work and lot of the British general 
practitioner with his American counterpart. In Britain today there 
is so much competition for practice vacancies that the physician 
without adequate postgraduate experience in a hospital and as an 
assistant in general practice has little chance of success. Entry 
into general practice since 1948 has become far too difficult. 
Schemes are under way for the training of general practitioners 
after qualification, and a three year period is envisaged—one year 
under supervision of a general practitioner, another in a specially 
designed hospital appointment, and a third either in a hospital 
or as a locum tenens in general practice. Many specialist trainees 
are now going into general practice because more have been 
employed in hospitals than can be absorbed there and general 
practice is their only outlet at the moment. This condition, result- 
ing from administrative errors in the health service, is only 
temporary. In Britain a college of general practitioners, similar 
to the American Academy of General Practice, has recently been 
founded, and it is hoped that this will facilitate the postgraduate 
educational needs of the general practitioner. So-called health 
centers with group practice, which were envisaged before it was 
realized that the health service would cost nearly $1,400,000,000 
yearly, now exist in the imagination only. One or two that have 
been built as an experiment have been found costly to build and 
run. 

The skills acquired by the physician in training and in the 
hospital are often lost quickly in the more limited general practice 
in Britain. All patients but those with the simplest cases are now 
referred by him to a hospital for diagnosis and treatment, The 
British general practitioner has been slowly displaced over the 
years from the status of the “family doctor” in its fullest sense 
by the encroachments of socialized medicine and the growth of 
the clinic system and specialism. The latter has been intensified 
since the introduction of the National Health Service, which 
started at the wrong end. It has made it easier for the patient 
to enter the hospital for treatment by raising the status of the 
specialist and lowering that of the general practitioner, who often 
acts as a sign post directing the patient to the right hospital 
department. It has been pointed out that the way to run a health 
service efficiently and economically is to keep the patient out of 
the hospital whenever possible. This can be done by increasing 
the general practitioner’s diagnostic and therapeutic skills, as 
has been done in the United States. By the use of special labora- 
tory facilities and radiological examinations, it should be possible 
for the general practitioner to make the diagnosis in most cases. 
Apart from the few isolated districts where surgical emergencies 
cannot wait for a specialist and must be attended by the general 
practitioner, major surgery is, and should be, performed in the 
hospitals, where it can be done more efficiently. 


The main needs of the general practitioner today in Britain 
are adequate time to do his work efficiently; facilities to practice 
medicine efficiently with his own accommodation, equipment, 
and staff and access to special diagnostic and therapeutic services 
at the hospital or elsewhere; some form of hospital appointment; 
and regular and appropriate postgraduate training. Time for the 
general practitioner could be gained by making entry into prac- 
tice easier, stimulating partnerships, reducing the permitted maxi- 
mum number of patients that a physician can have on his list, 
and improving the distribution of physicians in the community. 
Medical manpower could be saved by using ancillary services 
efficiently, as in the United States. Unfortunately, at the moment 
general practitioners are not welcome as members of hospital 
staffs. Many who were formerly attached to some of the larger 
hospitals were forced to resign when the National Health Service 
was introduced. In the British hospital system with its hierarchy 
of specialists, trainee specialists, and interns, there is at present 
little place for the general practitioner. 


J.A.M.A., Sept. 18, 1954 


Abuse of Rest.—In a discussion at the Royal Society of Medicine. 
London, Professor Arnott of Birmingham said that therape.ric 
rest was prescribed too often and unwisely by unthinking phyj- 
cians. He extolled the value of work, even hard work, which 
is beneficial to the organism. In overdose, he said, rest is very 
toxic and sometimes lethal and should be classed as a “drug of 
addiction”; like morphine and related drugs, it should be jn- 
cluded in the scope of the dangerous drugs act and be prescrib- 
able only in clearly defined doses, not to be repeated without 
further prescription. Rest in bed occupies a large place in current 
therapeutics. It is normal for a person to be mobile and absurd 
for him to spend all his time in bed, even if he is ill. Res: js 
usually understood to mean rest in bed; Professor Arnott thinks 
that it should be out of bed, unless the physician prescribes it 
specifically in bed. Immobilization per se produces a train of 
profound disturbances in metabolism. The patient’s nitrogen 
and calcium balance is disturbed and the increased excretion of 
calcium and rise in urinary pH favor the precipitation of calcium 
phosphate, and hence calculi, in the urinary tract. There is also 
a decline in blood volume, a deterioration in the hemodynamics 
normal for the erect position, impaired muscle tone, venous 
Stasis, and an increased tendency to thrombosis. Skeletal wasting, 
joint malposition, stretching of ligaments, anorexia, constipation, 
and incontinence in the elderly are also penalties exacted by 
prolonged immobilization in bed. Rest in bed is anatomically, 
physiologically, and psychologically unsound. It is surprising 
how little bed rest is mentioned by medical writers of the 18th 
and 19th centuries. John Hunter spent little time in bed during 
his various illnesses. Hilton’s “Rest and Pain,” published about 
100 years ago, focused attention on rest. It must be remem- 
bered, however, that most of his cases were inflammatory: such 
conditions as osteomyelitis and bone and joint tuberculosis did 
well with rest after other methods had failed. In many hospitals 
today the patient is expected to be in bed. The whole organization 
of the hospital is geared around this; in fact, the patient is a 
nuisance, particularly to the nursing and medical staff, if he is 
up and about. His relatives are told to take his clothes away. 
In the treatment of the chronically sick patient, rest in bed is 
often the only therapeutic regimen offered. In sentencing a 
patient to bed a physician reduces the income of the patient 
and that of the state if it pays him sickness insurance and pro- 
vides free medical care. In addition, the productivity of the 
nation is reduced if the patient is a wage earner. Rest is a far 
costlier prescription than drugs. The irrational prescribing of 
rest and drugs is harmful not only to the patient but to the 
national economy and is an extravagance that can be ill afforded. 


Care of the Aged.—The care of the aged, particularly those who 
are sick and infirm, has become an acute problem in Britain. 
There are more old persons in the community than ever before. 
Chemotherapy has done much to reduce mortality caused by 
infections, but the number of persons with cardiovascular de- 
generation and malignant lesions has increased. These conditions 
and the minor infirmities of old age necessitate nursing care. 
Fewer persons are able and willing to look after their aged 
relatives. Overcrowding in the large towns and the high rate 
of employment of married and middle-aged women are no doubt 
contributory factors. The hospitals, on the other hand, are also 
reluctant to care for chronically ill persons, particularly if aged, 
as they need additional nursing care. There is still a shortage of 
nurses in Britain. The sick and infirm aged are thus wanted 
neither at home nor in the hospital. As pointed out by Ferguson 
and MacPhail in their book “Hospital and Community,” the 
aged patient’s health may owe far more to his home condition 
and nursing than to the disease he suffers from or to the medical 
treatment prescribed. The plight of seriously disabled and elderly 
persons, some living in squalor, is the most compelling problem 
of old age. Some old, sick persons can be satisfactorily treated 
only in a hospital, but many can be treated at home, and most 
of them prefer it whenever possible. They are reluctant to leave 
home. The district or visiting nurse can often help. There is a 
need for additional beds in hospitals for the “elderly chronic” 
patient. At Oxford a day hospital is being developed where the 
elderly infirm can be looked after in the daytime. The National 
Corporation for the Care of Old People has had encouraging 
results from sending old persons to convalescent homes for two 
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months. Payment is made under the National Health Service. 
Other efforts have been made to make life easier for the aged, 
such as the provision of “meals on wheels,” laundry services, 
and chiropody. The care of the aged was raised in the House 
of Commons recently when the Minister of Health referred to 
it as the most baffling problem of the whole of the National 
Health Service. He thought the solution lay in the home and 
not in the hospital. “Let us by all means ask if the State has 
failed,” he said, “but let us also ask if the family and neighbours 
are doing all they can, or the local authorities, the voluntary 
bodies and the church.” The care of the aged is a long-term 
policy that must be directed to the promotion of healthy living, 
independence, the provision of an interest in life, and the pre- 
vention of ill health. 


British Empire Cancer Campaign.—The Duke of Gloucester 
presided at the annual general meeting of the Cancer Campaign 
on June 29. Professor F. Dickens presented the annual report 
and said that research into methods of treatment of cancer was 
proceeding hand in hand with that on causation. Surgery and 
radiation remain the accepted treatments for most cancers, and 
in the field of radiotherapy the opening of the new radioactive 
cobalt (Co®) beam therapy unit has now made available for 
research the very intense gamma rays. After a reference to 
hormone therapy, he said that the chemotherapy of cancer in- 
cludes, besides the various radioactive isotopes, the new group 
of cytotoxic agents, which kill or injure the growing cell by 
chemical or metabolic interference with certain stages of cellular 
reproduction. One of these is vitamin Bw, which causes a re- 
markable regression in neuroblastomas. The study of the action 
of this group on the living cell and on isolated cell components 
has shed new light not only on the action of these drugs but 
also on the biological and biochemical events brought about by 
radiation itself. In spite of heavy taxation and the effects of the 
National Health Service, donations and collections showed an 
increase, but legacies a decrease; $736,400 had been expended 
on grants to hospitals and research workers during 1953, and 
expenditure on the principal objects of the campaign had reached 
over $840,000, or twice the figure for 1948. The outlay on fellow- 
ships had now reached $76,776, covering 15 campaign fellows 
and an average of five exchange fellows to and from the United 
States and Canada. 


Pay Scale for Physicians.—The British Medical Association 
decided at its annual meeting in Glasgow to set up a committee 
to examine the pay scale for physicians because criticism of the 
inadequacy of recent pay increases to hospital physicians had 
been voiced. The committee will copsider the earnings of physi- 
cians in private and public practice, of consultants, of family 
physicians, and of those in the Public Health Service, industry, 
and the armed forces. It has been asked to make recommenda- 
tions designed to establish a general pay policy. Some members 
of the association resent the disparity between the increased pay 
given to general practitioners under the Danckwerts award and 
the recent small increases given to consultants in the hospital 
service. Dr. P. W. R. Petrie of Edinburgh said the public was 
getting the idea that physicians were always squabbling among 
themselves about their slice of the cake. The profession should 
present a united front. Dr. T. Rowland Hill, chairman of the 
Central Consultants’ and Specialists’ Committee, announced 
that the government had hinted that it would consider raising 
salaries of senior hospital medical officers soon. The meeting 
asked that an adequate defense fund be established by the con- 
sultants. It was reported that the consultants had collected only 
$25,200 for such a fund, but the general practitioners’ fund 
stood at $1,400,000. 


GERMANY 


Meeting of the Deutsche Aerztetag—The Deutsche Aerztetag, 
which held its annual meeting in Hamburg in June, considers 
only administrative questions, while scientific problems are dis- 
cussed by the meetings of special associations, such as the 
“Deutsche Gesellschaft fiir Innere Medizin” and the “Deutsche 
Gesellschaft fiir Chirurgie.” The Deutsche Aerztetag, with Prof. 
Hans Neuffer of Stuttgart presiding, dealt with the coming bill 
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concerning the relations between physicians and sick-funds. For 
about 20 years the fees as a whole have been paid to the local 
associations of physicians and distributed to the physicians ac- 
cording to a schedule. Because even a well-to-do person may now 
be a member of a sick fund the Deutsche Aerztetag has been 
trying to restrict the membership to persons earning 7,200 marks 
a year or less. Today only a few people are treated as private 
patients, 80% of the inhabitants of Western Germany being 
members of the sick funds. 


Poisoning by an Insecticide.—Some deaths from widely used 
insecticides have occurred this year. The first cases, victims of 
murder, were followed by a few suicides. The substance, a 
phosphoric acid ester called parathion (E 605), belongs to the 
group of compounds inhibiting esterase, the effect of which 
was reported by Adrian, Feldberg, and Kilby in Great Britain 
and Gremels and Gross in Germany about 10 years ago. This 
compound has proved an important means of studying the 
action of acetylcholine on the nerve fibers. The government and 
the medical press discussed rigorous regulations in order to 
prevent further deaths, but as parathion is an almost indispens- 
able insecticide for farmers and is harmless if simple precautions 
are taken, the authorities agreed to avoid restrictions, otherwise, 
as Professor Lendle of Gottingen said, the government would 
have to prohibit the free sale of many commonly used chemicals. 


Tropaeolum Majus.—In 1951 Prof. A. G. Winter, a botanist of 
Bonn, detected antibiotic properties in Tropaeolum majus 
(nasturtium). An extract showed a broad antimicrobic spec- 
trum and no appreciable side-effects. The effective substance 
seems to be eliminated by the kidneys and the lungs. Good 
results have been obtained in the treatment of uncomplicated 
angina and cystitis with this drug as reported by Dr. H. Stickl 
of Cologne at a meeting of the Rheinisch-Westfalische Kinder- 
arztevereinigung in May. 








The Physiology of Ontogenesis.—The old concepts of mechani- 
cal factors regulating the ontogenesis of organisms seem to be 
outmoded by the detection of endocrine influences. Thus a new 
hormone regulating the development of the silkworm has been 
prepared by Nobel prize winner Prof. Adolf Butenandt and Dr. 
Peter Karlson in a pure crystalline form. The investigators made 
their report at a meeting of the Deutsche Zoologische Gesell- 
schaft at Tiibingen in June. 


NORWAY 


Scope of Tuberculin Matriculation.—In 1948 Dr. Tobias Gedde- 
Dahl published a book on tuberculosis infection in the light of 
tuberculin matriculation. His advocacy of tuberculin matricula- 
tion soon began to attract attention outside Norway, and an 
abbreviated edition of his work appeared in the American 
Journal of Hygiene for September, 1952. His system consisted 
of keeping the whole of a community under tuberculin control 
by the periodic testing of tuberculin negative persons. By such 
action it should be possible, in his opinion, to discover fresh 
primary infections and thereby to focus control on a group of 
heavily threatened persons. By tuberculin matriculation it should 
also be possible to avoid the x-ray examination of uninfected 
persons. Gedde-Dahl’s original work was carried out on the 
west coast of Norway in a district heavily infected by tuber- 
culosis. His success with tuberculin matriculation in such a 
district did not, however, convince him that his system would 
be unsuitable in districts with a low infection rate. Indeed, he 
argued, “Tuberculin matriculation is the fundamental principle 
in tuberculosis control of the future in regions or populations 
with low infection rates. The less frequent the occurrence of 
tuberculosis, the more selective the method must be.” 

This teaching has now been challenged by Dr. H. K. Sandberg 
(Tidsskrift for den norske lageforening 9:317 [May 1] 1954), 
who speaks for an inland Norwegian district with a rural popu- 
lation living chiefly on farming and* forestry and with a total 
population of about 2,800. This district has ceased to be the 
tuberculosis-ridden and poverty-stricken area it was more than 
20 years ago. During the last 20 years it has prospered eco- 
nomically and brought its tuberculosis rate down to a record 
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low level. Since the school year 1936-1937, every school child 
in the district has been tested with tuberculin every year, and 
in the autumn of 1953 all the 303 children in the first six grades 
were found to be tuberculin negative. The 43 children in the 
seventh grade were also all negative and were vaccinated with 
BCG (bacille Calmette Guérin) in the spring of 1953. In 1951 
and 1952 all the 2,060 persons over the age of 15 were requested 
to undergo tuberculin testing, and 2,004, or 97.3%, did so. There 
were 530 positive reactors, 1,248 negative reactors, and 226 
who had been vaccinated with BCG. All the 530 positive re- 
actors were asked to undergo a radiological examination, and 
510 of them did so. The result was the discovery of only one 
case of pulmonary tuberculosis in a man aged 44. Sandberg 
credits the discovery of most of the cases of tuberculosis in his 
district in recent years not so much to systematic, wholesale 
examinations as to concentrating on suspected cases with re- 
peated Pirquet testing, roentgenograms, and examinations of 
sputum. He will continue to test every school child every year 
with tuberculin and combine such testing with BCG vaccination 
at the school-leaving age. He feels sample testing here and 
there with tuberculin should also be continued, and persons 
suffering from protracted colds, influenza, bronchitis, and pneu- 
monia should also be tested with tuberculin and given radio- 
logical examinations. Should a school child become tuberculin 
positive for the first time, every effort must be made to discover 
the source of infection in its environment. Sandberg argues that 
the medical profession should not “bind too great a part of 
our health machinery to work which gradually gives smaller 
and smaller chances of positive findings.” Time alone will show 
how much the success of tuberculin matriculation has depended 
on the genial and forceful personality of its originator and how 
much on its intrinsic merits. The special conditions under which 
tuberculin matriculation is most effective should also be deter- 
mined. Meanwhile it is a moot point, according to Sandberg, 
whether the aim should be a community with as many tuberculin 
negative persons as possible or one with as many tuberculin 
positive persons as possible, thanks to BCG vaccination. 





Diabetes.—In a report on the health of babies born to diabetic 
women, Dr. Arne Kass points out that while the prognosis for 
the mother has been profoundly changed by treatment with in- 
sulin, the outlook for the child remains unchanged, a fact whose 
importance is increased by the growing number of such children. 
They are apt to seem perfectly fit at birth, but two or three days 
later they may suddenly collapse with cyanosis and signs of 
acute dilatation of the heart. Recent observations by Engleson 
and Bjorklund of Sweden have suggested that such fatal attacks 
may be due to the development of hypopotassemia. Kass has 
taken his cue from these observations and has given 0.5 gm. of 
potassium chloride through a stomach tube to an infant who 
collapsed suddenly when 13 hours old. The same dose was given 
on the third, fourth, and fifth days of life. This treatment was 
indicated by the electrocardiographic evidence of hypopotas- 
semia demonstrated at the time of the sudden collapse. The 
electrocardiographic manifestations disappeared within three 
hours of the first administration of potassium chloride. The fur- 
ther course of the case was uneventful. 

In an article on diabetes and pregnancy, Dr. Artur Voll con- 
cludes that the prospect of the offspring of a diabetic parent or 
parents themselves developing diabetes is so great that it would 
be well to discourage the marriage of two diabetics or of a 
diabetic with the child of another diabetic. Persons contemplat- 
ing marriage under these conditions are entitled to factual in- 
formation if they are foresighted enough to consult a physician 
on the subject. Another study comes from the Ullevaal Hospital, 
where 147 diabetics were treated in the period 1948 to 1952. 
In this study, Dr. Sverre Aarseth, shows how, thanks to insulin, 
the mean age of diabetics admitted to hospital has risen. 
Hanssen’s study for the period 1936 to 1939 showed that about 
50% of Ullevaal’s diabetics were over the age of 61, whereas 
this was the case with 63% of Aarseth’s patients. Among 98 
patients operated on, nine died shortly after the operation, but 
Hanssen’s study also shows how much can be effected by skilled 
preoperative and postoperative treatment and modern anesthesia. 
He prefers local anesthesia whenever possible, and for amputa- 
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tions he recommends spinal anesthesia or freezing. If genera! 
anesthesia is required, a combination of nitrous oxide, oxygen 
and ether is preferred. These three studies are published in 
Tidsskrift for den norske legeforening for July 1, 1954. 


Epidemic Nephrosis——At the Hedmark County Hospital jn 
Elverum, Dr. Bjarne Tungland has undertaken a special study of 
26 men and 2 women, who, between Oct. 15, 1948, and Feb. |. 
1954, were found to be suffering from epidemic nephrosis, « 
disease that has been observed hitherto only in Finland, Norway. 
and Sweden. The epidemic character of this disease is shown by 
the fact that most of the cases were confined to the winter of 
1948-1949, whereas in 1950 the hospital did not admit a single 
patient with the disease. Epidemic nephrosis occurred only in 
the dark months of the year, October to April, and its victims 
were to a great extent woodmen living in primitive huts. Most 
of the patients were between the ages of 20 and 40, and the 
youngest patient was 11 years old. The onset of the disease was 
sudden, with fever, headache, and pain in the kidney region. In 
16 patients abdominal pain dominated the clinical picture. The 
most important aid to the correct diagnosis was given by the 
urine, which was of very low specific gravity. Proteinuria was 
found in alli patients but one, and 23 showed azotemia. There was 
polyuria beginning in the second week, and the proteinuria and 
azotemia passed off after several days. The incubation period 
was two to six weeks. All the patients recovered after a stay in 
hospital ranging from 9 to 55 days. A follow-up examination of 
10 patients five years later showed no signs of renal disease. 
Tungland, whose report is published in Nordisk medicin for 
May 6, 1954, suspects that epidemic nephrosis may be a virus 
disease transmitted by field mice. He refers in this connection 
to Thjotta’s examination, with negative results, of several mice 
from a dwelling in which five members of a family had developed 
this disease. 


Quinacrine (Atabrine) for Tenia Saginata.—At the Bod6é Hos- 
pital in the far north of Norway, several patients with tenia 
saginata infestation have been treated in different ways. At first 
the results were disappointing, perhaps because the extract of 
filix given was not potent enough. All the seven patients who had 
undergone the conventional course of treatment with capsules 
of filix and two patients who had been treated with gentian 
violet had a relapse within a few months. These failures led to 
a trial of quinacrine (Atabrine) on nine patients whose reaction 
was very satisfactory. The slight and transitory yellow color of 
the skin and scleras was quite harmless, and the tapeworms dis- 
charged in response to this treatment formed long, unbroken 
yellow chains. In two cases a dose of 0.8 gm. proved insufficient, 
for, though many segments were discharged, the head was not 
evacuated, and a relapse occurred. When this dose was repeated 
once or twice in the course of the week there were no relapses. 
Reporting on this treatment in Tidsskrift for den norske lage- 
forening for June 15, 1954, Dr. R. Nissen Meyer suggests that, 
when as much as 2 gm. of quinacrine are given in the course of 
two days, it may be possible to dispense with the older ritual 
of tapeworm treatment with special dieting, castor oil, and 
enemas that are a great nuisance to the patient. 


PERU 


Tuberculosis Congress.—At the Second Peruvian National 
Congress of Tuberculosis in April, it was reported that the 
tuberculosis mortality rate in the main cities of Peru is high, 
but that it has decreased during the period 1942 to 1951 and 
especially since 1948. The tuberculosis mortality rate in the 
country as a whole is lower than that of the cities and its decrease 
in the period under review is less marked. This decrease is due 
to such factors as an improvement in the average standard of 
living; protective social laws; the increase in the number of 
health campaigns, especially the antituberculosis campaign; and 
the increasing use of modern antituberculosis drugs. Morbidity 
rates in the principal cities were found to be 2 or 3%. The 
highest morbidity rates occur among people coming to the cities 
from the more remote parts of the country to obtain work. 
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[he two main problems arising from the use of antibiotics in 
the treatment of tuberculosis are toxicity and the creation of 
drug-resistant strains of Mycobacterium tuberculosis. The com- 
bined use Of chemotherapeutic agents offers the best results, 
inasmuch as it increases their therapeutic efficacy, delays the 
development of drug-resistant strains of tubercle bacilli, and 
diminishes the risks of toxicity. The combined use of strepto- 
mycin and p-aminosalicylic acid or streptomycin and isoniazid 
gives the best results. A p-aminosalicylic acid and isoniazid com- 
bination is useful in patients with proved resistance to strepto- 
mycin. The use of a single chemotherapeutic agent may be 
beneficial under certain circumstances that can only be assessed 
by the phthisiologist when observing the progress of a given 
patient. Dosage schedules must be fitted to the clinical feature 
of the illness and conditions of the individual patient under the 
watchful control of the phthisiologist. A hygienic and dietetic 
regimen, including rest in bed, is also essential. The use of 
chemotherapeutic agents during the pre and postoperative 
stages in patients undergoing pulmonary collapse or resection 
diminishes both the number and the gravity of complications. 
Teamwork in well-equipped centers and efficient nursing have 
decreased mortality among patients operated on. 

The congress went on record as urging the foundation of a 
National Institute of Phthisiology. It also recommended that: 
(1) the number of aid centers for tuberculous children be in- 
creased and that they admit children up to 16 years of age; 
(2) dental services be made a part of the antituberculosis cam- 
paign; (3) the antituberculosis campaign be extended throughout 
the country; (4) the National Health Service for Workmen, as 
well as for Employees, build their own hospitals for their in- 
sured members; (5) a department of health, education, and 
propaganda be established within the antituberculosis depart- 
ment of the Ministry of Public Health; and (6) all the tuber- 
culosis services in the country be placed under the direction of 
the antituberculosis department. 


SWEDEN 


Sarcoidosis.—At a meeting of the Swedish Medical Society Dr. 
Sven Lofgren stated that erythema nodosum provides the most 
important material for the study of sarcoidosis in its primary 
stage. With the falling incidence of tuberculosis in recent years 
primary sarcoidosis, rather than tuberculosis, has become the 
commonest cause of erythema nodosum among adults in Stock- 
holm. Mass radiographic surveys in Sweden have shown that 
0.5 to 1 per 1,000 of the population suffer from recent or chronic 
sarcoidosis. L6fgren has found that about 50% of the patients 
suffering from primary sarcoidosis give a positive reaction to 
tuberculin, whereas the generalized or chronic form of the dis- 
ease shows a much lower rate of positive reactors. His follow-up 
study of 111 patients suffering from primary sarcoidosis and 
erythema nodosum showed that 102 of them had recovered from 
their sarcoidosis within two years. In the remaining nine patients 
chronic sarcoidosis had developed, the prognosis for which is 
relatively poor, with pulmonary fibrosis and cardiac insufficiency 
often proving fatal after many years. Dr. E. Térnell gave reasons 
for dissociating tuberculosis from sarcoidosis. Among 72 patients 
with erythema nodosum of tuberculous origin, 37 had a history 
of extrafamilial exposure to infection and 9 to intrafamilial 
infection, whereas among 59 patients with sarcoidotic erythema 
nodosum not one had such a history. Tuberculosis was found 
in the parents or siblings of 11.5% of the patients with sar- 
coidosis, a rate approximating that found in the general popu- 
lation tested by mass radiography. The corresponding rate was 
35% for known cases of tuberculosis. Dr. Bo Carstensen of 
Mstersund treated more than 200 patients with sarcoidosis in a 
period of four years. In the spring of 1951 he started treating 
sarcoidosis with steroid hormones. As of Dec. 31, 1953, he had 
given 66 patients this treatment, the outcome of which is re- 
corded in tabular form in Nordisk medicin for July 15, 1954. 
The treatment of pulmonary sarcoidosis with corticotropin and 
cortisone cannot as yet be regarded as reliable. Use of the drugs 
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is indicated chiefly when the disease is situated in the central 
nervous system, the heart, and, in particular, the eyes. In such 
cases this treatment may be lifesaving. 


An Outbreak of Trichinosis—The comparative immunity to 
trichinosis that Sweden enjoys can largely be traced to the 
efficiency with which meat inspection is enforced, but the ideal 
in this respect is not always attainable, partly because com- 
pulsory inspection is not always enforced in small communities. 
In the summer of 1953, a small outbreak of trichinosis occurred 
in Osterg6tland and was the occasion for a special study under- 
taken by Dr. Sven-Ove Arvidsson and reported on in Svenska 
likartidningen for June 4, 1954. All the 17 patients were found 
to have consumed meat provided by one shop, and a farm 
supplying the shop with pork became incriminated when one of 
its pigs was shown to harbor the parasite. About | km. from 
this farm was a fox farm overrun by rats, two of which were 
also found to harbor the parasite. It was learned that the bodies 
of the foxes slaughtered for their pelts had been buried so super- 
ficially that they were accessible to rats. The most constant 
features of this outbreak, which resulted in only one death, were 
fever lasting from one to four weeks and edema of the eyelids. 
Diarrhea and abdominal pain marked the onset of the disease 
and lasted for about a week in most patients. With only two 
exceptions involvement of the muscles was indicated by pain and 
tenderness in both arms and legs. Eosinophilia, ranging from 16 
to 44%, usually reached its maximum by the end of the third 
week. In spite of high fever, the sedimentation rate was only 
slightly raised in most patients. 


Penicillin Treatment of Acute Gonorrhea.—The polyclinic de- 
partment of the Garrison Hospital in Stockholm treats many 
patients with gonorrhea. During 1952 and 1953, penicillin was 
given to 367 such patients whose response to this treatment is 
analyzed by Dr. Anders Lodin in Svenska ldkartidningen for 
June 25, 1954. As soon as gonorrhea was diagnosed one million 
units of procaine penicillin were given. A direct bacteriological 
examination was repeated next day and again weekly for four 
or five weeks, the follow-up control being completed with one 
to three cultures. All the first examinations after the injection 
failed to reveal gonococci. Recurrences were observed, however, 
in 17 patients. In so many of these a new infection was possible 
that the recurrence should be considered a reinfection rather 
than a relapse. Six patients with prostatitis and vesiculitis and 
four with epididymitis (always left-sided) required repeated in- 
jections of penicillin, totaling 4 to 5 million units. Lodin is 
inclined to reduce his original dose as experiences in the United 
States and England suggest that just as good results can be 
achieved with only 300,000 units. This dose is probably also 
sufficient to eradicate any undetected syphilitic infection that 
might be present. As for the development of penicillin-resistant 
strains of gonococci in response to a too small a dose of peni- 
cillin, Lodin doubts the existence of such strains. 


Artificial Insemination.—The departmental committee of experts 
appointed by the Swedish government to study artificial in- 
semination failed to agree, and a majority report has now been 
submitted to the Swedish Medical Society, whose criticisms of it 
are published in Nordisk medicin for July 8, 1954. Here it is 
pointed out that if the majority report were to be accepted, the 
consequences would undoubtedly be harmful not only to the 
parties directly concerned, but also to the state. Though it may 
be hard for a barren wife to remain so, the welfare of the child 
must come first, and it has a right to know who its father is. 
Far too much responsibility is laid on the physician who is 
expected to choose a suitable donor for heterologous insemina- 
tion and who must make sure that the donor is in possession 
of various good qualities. It may be difficult to discover a man 
who is such a paragon of virtue and who is willing to act as a 
donor, and the enquiries set on foot to establish his suitability 
for semen donation may rob him of some of the anonymity he 
is expected to enjoy. The practice of artificial insemination 
should, in the opinion of the Swedish Medical Society, be for- 
bidden by law, but with this loophole, that it would be possible 
in special circumstances to give dispensation for breaking the 
law. 
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CORRESPONDENCE 


LYMPHOSTATIC VERRUCOSA 

To the Editor:—May I be permitted to make a few remarks in 
relation to a short note published in THE JouRNAL (155:1000 
[July 10] 1954) regarding lymphostatic verrucosa, which is de- 
scribed by Professor Leon of Quito as probably of infectious 
origin. The symptoms and clinical features as described by Pro- 
fessor Leon are fairly common in China. During my 19 years’ 
stay in that country many cases of that type have been observed 
at the department of dermatology, National Medical College 
of Shanghai and St. John’s University Medical School. My in- 
vestigations have been published (Reiss, F.: Relationship. Be- 
tween Chronic Dermatophytosis of Feet and Recurrent Erysipe- 
las-like Manifestations, Journal of Clinical Medicine, Shanghai 
3:13, 1938). A short abstract of the article and of additional ob- 
servation may give evidence that lymphostatic verrucosa is 
identical with what I termed elephantiasis verrucosa nostras. Fur- 
thermore, it appears to be evident that the disease is a sequel of 
recurrent attacks of erysipelas, which may clarify the assump- 
tion of Professor Leon that the disease is probably of infectious 


origin. My observations also prove that the disease also occurs 
among persons who do not live on plateaus 2,400 meters above 
sea level. 


Following are the salient features of my observations: There 
is always a history highly suggestive of recurrent attacks of 
erysipelas. Generally one leg is affected, though both may be 
involved. Either one or both legs are enlarged from 2 to 7 in. 
(5 to 18 cm.). A fungous infection of the interdigital spaces 
generally accompanies these changes. Such elephantiasic legs 
show either (1) slightly atrophic, glossy skin, (2) an impetigi- 
nous, eczematous surface, (3) lichenified eczematous patches, 
or (4) warty papillomatous changes (elephantiasis verrucosa 
nostras). The last type has not previously been described as a 
sequel of recurrent attacks of erysipelas of the legs associated 
with chronic dermatophytosis. These verrrucous changes gen- 
erally affect the ankles, the dorsa of the feet, and/or the toes. The 
warty lesions either occur in small groups or form larger con- 
fluent plaques surrounded by an inflammatory zone. On pres- 
sure, a moderate amount of purulent matter can sometimes be 
squeezed out that is composed of common pyogenic organisms. 
Neither physical or laboratory examination gave any evidence 
of filariasis, syphilis, tuberculosis, or fungous infection. The 
early recognition of a chronic fungous infection of the feet is 
emphasized because by its early treatment recurrent attacks of 
erysipelas and its sequelae could be prevented. These conse- 
quences are not so readily amenable to treatment and mean not 


only a permanent deformity of the legs but also a handi. 
to locomotion. The histopathological findings also confirn 
that neither tuberculosis or any fungous infection of the chronic 
granulomatous type caused the changes of moderate to severe 
hyperkeratosis and akanthosis and edema of the cutis with d 
tation of the lymph and blood vessels. A predominant roi 
cell infiltration, a number of young fibroblasts, and a few epi- 
theloid cells could be seen, but plasma and giant cells were n 
observed. 

FREDERICK Reiss, M.D. 

870 Fifth Ave., New York 21. 


MISUSED EXPRESSIONS 

To the Editor:—From time to time in this section, a voice is 
raised in defense of correct medical phraseology. This appeal 
is not made by the purists in grammar, the classicists in language 
tradition, or the provincial perfectionists who are critical of 
all terminology except their own. It is made by those who have 
occasion to read manuscripts for publication and who review 
medical articles and books for the scientific literature. It is well, 
therefore, that at intervals attention should be called to the 
commoner errors in this field. Editors of scientific journals prob- 
ably wince at some of the material they inspect, and it is well 
known that some papers presented for publication receive re- 
jection slips because of the misuse of conventional expressions 
that are presumed to be in good favor. If a case report or a 
medical essay is worthy of being shared by others in the litera- 
ture, it should be in acceptable scientific terminology. 

Following are the most commonly misused expressions that 
occur even in “high places”: “The physical examination re- 
vealed,” “The roentgenogram showed,” “The laboratory findings 
demonstrated,” and combinations of these. Since inanimate sub- 
jects cannot have active verbs, these statements are grammati- 
cally and technically incorrect, but they have been absorbed 
into medical phraseology from one generation of medical stu- 
dents and authors to another. The acceptable manner of repro- 
ducing the above phrases is: “On physical examination there was 
(were),” “On roentgenograms there were,” “The laboratory find- 
ings were.” The correct usage is by far the simplest and easiest, 
without the blind acceptance of the hoary and repetitious. 

Because the words serology, pathology, surgery, and chem- 
istry are the names of specific medical sciences, it should be 
unnecessary to point out that the common clichés—“the serology 
was negative,” “the pathology of the tissue was negative,” “the 
patient was prepared for surgery,” or “his chemistry was nor- 
mal”—are all quite unacceptable. When these words are used 
in their adjective form, the statements have a definitive meaning, 
as: “The serological examination of the spinal fluid was within 
normal range,” or “The patient was prepared for a surgical pro- 
cedure (or operation).” The frequent statements “The patient 
was placed on penicillin” and “The infant was put on evapo- 
rated milk” are incorrect because, literally, these acts would 
be quite messy if really executed as stated. The terms admin- 
istered, given, or fed would be acceptable in the correct expres- 
sion of such phrases. 

Many lesser violations of grammar and facile expression could 
be enumerated, and almost every earnest reader has many pet 
annoyances that he notes without possible redress. Among these 
are modifying adjectives to definite statement-words, such as 
“rather typical reaction,” “bluish gray,” or “reddish brown”: 
all these imply that the writer is not positive of his original 
meaning. Such expressions as “The patient had no temperature’ 
and “The urine was negative” are obviously intolerable and are 
all too common misstatements that should not appear in good 
medical writing or speech. The standard and tried argument 
that common usage justifies the acceptance of these medica! 
“hybrids” violates both technical ethnology and correct nomen- 
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clature. Their use in good medical writing often depreciates 
the industry and assiduous effort that the author has invested 
in his production. 


HERMAN F. Meyer, M.D. 
2236 Pratt Ave., Chicago 45. 





GOVERNMENT SERVICES 








AIR FORCE 


Award for Research in Space Flight.—For research in the medi- 
cal aspects of space flight, Hubertus Strughold, M.D., head, 
department of space medicine at the Air Force School of Avia- 
tion Medicine, Randolph Field, Texas, has been awarded the 
Hermann Oberth Medal of the German Rocket Society. The 
presentation was made in August at Innsbruck, Austria, where 
Dr. Strughold was attending the fifth annual congress of the 
International Astronautical Federation. The previous recipients 
of the medal have been engineers. 

An early specialist in aviation medicine and high-altitude 
physiology, Dr. Strughold was head of the Aeromedical Institute 
of Berlin before World War II. Since 1947 he has been a staff 
member of the U. S. Air Force school. He received his Ph.D. 
from the University of Muenster in 1922 and his M.D. from the 
University of Wurzburgh in 1923. He was a fellow of the Rocke- 
feller Foundation in 1928-1929 doing research at Western Re- 
serve University in Cleveland and at the University of Chicago. 
He is a fellow of the American Physiological Society, the Aero 
Medical Association, the American Association for the Advance- 
ment of Science, and Sigma Xi, and a charter member and secre- 
tary of the Space Medicine Association, 


ARMY 


Immunization Against Influenza for American Troops.—Army 
troops throughout the world will be immunized against influenza 
in accordance with a new triservice policy, Major Gen. George 
E. Armstrong, Army Surgeon General, announces. All Army 
troops will be administered the vaccige prior to a Nov. 15 dead- 
line before the onset of the usual winter respiratory diseases. 
Troops entering the Army after Nov. 15 will be given the vac- 
cine as soon as possible after induction. The new policy regard- 
ing immunization against influenza has been agreed to by the 
Surgeons General of the Army, Navy, and Air Force. 

Last year, only Army troops in overseas commands were given 
vaccine for influenza. In years before, Army-wide immunization 
was administered after the first cases of the respiratory disease 
were detected and identified. Using this system, it was not always 
possible to provide vaccine to protect all troops before the 
beginning of the season. But this year, according to General 
Armstrong, the Army will immunize all troops before the first 
outbreaks using a modified vaccine incorporating a recently 
isolated virus strain. “Experience has shown,” said General Arm- 
strong, “that effective individual and group protection afforded 
by immunization with influenza vaccine can be expected only 
when the vaccine is given in advance of the usual respiratory 
disease season.” 


Colonel McNinch Decorated.—Col. Joseph H. McNinch, newly 
assigned commander of the Army Environmental Health Labora- 
tory, at Edgewood, Md., has been awarded the Oak Leaf Cluster 
to the Legion of Merit. Colonel McNinch was serving in Japan 
during the period for which he was decorated. As Preventive 
Medicine Chief of the Medical Section, Far East Command, he 
Was cited for “displaying outstanding professional skill and 
forceful leadership in an extensive program for the prevention 
and control of disease within the Far East Command.” 
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DEPARTMENT OF DEFENSE 


Annual Military Medicodental Symposium.—The Fifth Annual 
Military Medicodental Symposium for all armed forces medical 
personnel of the United States will be held at the Naval Hospital, 
Philadelphia, Oct. 18 to 23, under the sponsorship of the com- 
mandant, fourth Naval district. The program has been designed 
to include professional advances developed by both civilian and 
military medical services. The subjects will be presented by 
representatives of civilian and armed forces medical personnel 
who are outstanding in their- specialties. Special sessions are 
planned for officers in the medical, surgical, dental, and ad- 
ministrative fields. The chief of Naval personnel has approved 
this symposium for the awarding of retirement point credit to 
those eligible Naval Reserve medical department officers attend- 
ing. Officers of the medical department on active duty may be 
given “authorization orders” (no expense to the government) in 
accordance with current instructions. Medical department officers 
on active or inactive duty are urged to take advantage of the 
Opportunity to attend this symposium. 


VETERANS ADMINISTRATION 


Physicians Wanted.—Physicians interested in the care of chest 
diseases are needed at the 450 bed Veterans Administration Hos- 
pital, Kerrville, Texas. The hospital, which is located in the hills 
of south Texas about 65 miles north of San Antonio, has an 
active and progressive in-service educational program for physi- 
cians, with nearly every specialty represented and headed by 
board men. General practitioners are eligible and will be trained, 
if necessary, for such position. The usual VA benefits and per- 
quisites are available, with salaries up to $10,800 depending 
on qualifications and experience. 

A vacancy for a board qualified internist exists at the VA Hos- 
pital, Montgomery, Ala. The chief of the medical service and 
two section chiefs are certified, as are the other service chiefs. An 
excellent teaching program is continued throughout the year. 

Places are available for resident training in radiology at the 
Veterans Administration Hospital, Bronx, N. Y. Residency is 
approved for three years training and is supervised by full-time, 
consultant, and attending radiologists, as well as physicists, who 
are representatives of the deans committee of local medical 
schools. Training includes study of the use of radioisotopes. 
Salary ranges from $2,640 to $3,330 per annum. Korean war 
veterans receive extra pay under Public Law 550. Minimum 
requirements are graduation from an accepted medical school, 
one year internship, and American citizenship. Those interested 
should write to Chief of Radiology, Veterans Administration 
Hospital, 130 W. Kingsbridge Rd., Bronx 68, N. Y. 

The Veterans Administration Hospital, Houston, Texas, has 
vacancies for residents in internal medicine, neurology, pathol- 
ogy, physical medicine, radiology, and pulmonary diseases. 
Salaries range from $2,640 to $3,300 per annum. The residency 
programs are sponsored by Baylor University College of Medi- 
cine. Applicants should write to Dr. Lee D. Cady, Manager, 
Veterans Administration Hospital, Houston, Texas. 


PUBLIC HEALTH SERVICE 


Hill-Burton Projects.—A total of 2,283 hospital and health 
facility construction projects have been approved under the 
Hospital Survey and Construction Act in the period July 1, 1947, 
to June 30, 1954. The division of hospital facilities, Public 
Health Service, reports that 1,673 of these projects are now in 
operation, 521 are under construction, and 89 have been initially 
approved. Completion of these projects will add 109,207 hospital 
beds and 404 health centers to the nation’s health resources. As 
of this date 72,684 of these beds and 292 of the health centers 
are in use. During the fiscal year 1954, 151 projects were 
approved, adding 6,328 beds and 50 health centers. One of these 
projects has already been completed. 
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Following is the 10th in a series of articles on state physicians 
placement services. 


PLACEMENT OF PHYSICIANS IN MONTANA 


STATE CONDITIONS IN GENERAL 


Montana seems well supplied with physicians. The number of 
persons per physician in Montana is considerably larger than the 
national average, but the ratio of one physician to each 1,000 
persons places the state in the median position statistically. The 
increase in the number of physicians serving the people of 
Montana has lagged behind the increase in the population during 
the past 50 years, but improved methods of practice, better trans- 
portation, and other factors have more than offset this small lag. 
The population has increased 141% since 1900, while the num- 
ber of physicians has increased only 92%. This discrepancy is 
less significant when the actual increases in population and 
number of physicians are examined. At the turn of the century 
there were 311 physicians serving the population of 245,000, 
whereas today there are about 600 physicians and 591,000 per- 
sons within the state boundaries. 

Two problems found nationwide related to medical service are 
(1) poor distribution of physicians and (2) the advancing age of 
the physician population. The advanced age of a large pro- 
portion of the physicians practicing in some states, with the 
concomitant higher death rate and larger proportion of retired 
or limited-practice physicians, is making inroads on the number 
of physicians available to serve the persons in those areas. 
Montana, however, is not faced with an age problem. Its age 
distribution compares favorably with a state such as Illinois, in 
which nearly 75% of the physicians are below the critical age 
of 60 years. In Montana over 73% of the physicians are below 
the critical age, and nearly 35% of them are below the age of 
40 years. 

The bulk of the population, the large cities, and the Rocky 
Mountains are in the western part of the state, and the wide 
open, more sparsely settled areas are in the eastern part. The 
physicians, of course, are concentrated in the western area where 
the population is dense enough to support active practices. 
Actually, the big problem in Montana is one of distance rather 
than distribution. This distance between patient and physician 
has caused medical service to take to the air. In several places, 
the physician is using a small airplane to fly into remote territory 
to reach emergency cases. The persons in such places do not 
demand that a physician locate there, and they are well served 
when a physician can reach them by flying. Air travel is a con- 
venience and time-saver for the physician who can make a trip 
by air in a matter of minutes that would take him several hours 
on the surface. 


HISTORY OF PHYSICIANS PLACEMENT SERVICE 
For a number of years the Montana Medical Association has 
been rendering a service, free of charge, to communities and 
physicians that indicate a desire for help. Shortly after World 
War II the office of the elected secretary of the society began 
receiving inquiries from physicians desiring aid in finding loca- 
tions in which to begin a practice of medicine. In time, the 
communties desiring aid in attracting a physician became aware 
of the existing service of the society, and more inquiries came 
to this office. Physicians who had become acquainted with the 
attractions of Montana while in the Armed Forces came seeking 
help. In 1950, the medical society employed its first executive 
secretary, Mr. L. R. Hegland, and placed the responsibility for 
conducting the service in his office. In March, 1953, the Montana 
House of Delegates officially adopted resolutions authorizing the 
activity of aiding physicians and communities through the office 
of the executive secretary. 


METHOD OF OPERATION OF PHYSICIANS PLACEMENT SERVICE 


The method of operation of the Physicians Placement Service 
in the office of the executive secretary is governed by the de- 
mands on it, which at present are not great. This allows Mr. 
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Hegland to handle each request individually, writing persona! 
letters in all cases and obtaining information in the same fashion 
from the physician or community. 

Requests from Physicians—The bulk of inquiries from phys- 
cians come from interns and residents, just finishing their medica| 
training, who intend to set up practice in Montana. Occasional}, 
a request will come into the office from a physician desiring to 
relocate in Montana. In a letter of reply, Mr. Hegland sends the 
physician a listing of communities indicating need of a physician. 
with the names of the persons to contact. Simultaneously, he 
asks questions concerning the physician’s educational background 
and other pertinent subjects, to obtain information that was not 
contained in the letter of inquiry. 

When the information concerning the physician is at hand. it 
is printed in the Bulletin of the Montana Medical Association: 
this is sent to all of the members of the medical society each 
month. The listing is of especial interest to those physicians 
needing an associate with just the qualifications listed or to one 
who would be interested in having another physician practice 
near him if the community could support both practices. Such 
information as the physician’s educational background, his 
preference as to type of practice, and his marital status is of 
interest not only to resident physicians but also to communities 
that have indicated a need for a physician by letters of inquiry. 
Consequently, Mr. Hegland prepares a list of physicians who 
are seeking a location, with information on each physician, and 
mails it to all communities requesting aid. Once the initial con- 
tact between the physician and the community has been estab- 
lished through these services of the placement office, the re- 
sponsibility lies with the community for completing arrange- 
ments. During 1952, about 15 physicians were aided in locating 
by the placement office. Currently, the list of physicians is com- 
posed of the names of 25 physicians. 

Requests from Communities.—At present, 14 communities in 
Montana have indicated need for a physician; in 1952, an esti- 
mated 10 communities were aided in securing the services of a 
physician. The most frequent method of request is by letter, but 
occasionally committees or representatives of communities will 
visit the placement office in Billings, Mont. Other methods of 
learning about needs of communities for physicians are by re- 
ferral of community letters requesting aid from the Physicians 
Placement Service of the American Medical Association. It is 
the policy of the placement service of the American Medical 
Association to refer requests that it receives from communities 
to the state medical association, if the association maintains an 
active physicians placement service. It is necessary in each case 
to evaluate the degree of need and determine that the request is 
bona fide. Mr. Hegland accomplishes this by contacting a physi- 
cian familiar with the community and its medical needs or, 
when necessary, by a personal visit. Then, from the information 
supplied in each case and from his extensive knowledge of the 
state, Mr. Hegland compiles a description of the location that 
would be of interest to physicians and includes the name of the 
responsible person to contact in the community. The description 
of the location is added to the listing of opportunities for practice 
sent to physicians who contact his office. 

When first informed of the need of a given community, Mr. 
Hegland uses one of several methods to aid the community: 
(1) if possible, he makes a personal visit to discuss the problems 
of the community with some of the leaders; (2) when this is not 
possible, he arranges with a physician from the surrounding 
territory to perform this service. Usually, he writes a letter to 
the contact person informing him that the placement service 
office is aware of the situation. In this letter he includes a reprint 
of part of the booklet “Physicians Placement Service, 1950,” 
which was published by the American Medical Association. 
The section reproduced describes what a community can do 
about its medical care. It first urges that the community ob- 
jectively analyze the situation by answering three prime ques- 
tions: 1. Do the people of the community need and desire a 
resident physician? 2. Why has a resident physician not already 
located in the community or why did previous physicians leave? 
3. What are the most feasible ways of securing the services of 
a well-trained physician? Self-analysis provides the answer to 
the first two questions, and the third is answered in the remain- 
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der of the reprint, which offers suggestions. The necessity for a 
hospital or clinic facilities for practicing medicine is pointed out. 
Arrangements that can be made with nearby hospitals are de- 
scribed in the event that the community does not have or cannot 
support facilities locally that a physician could use. It is further 
pointed out to the community that establishing a practice in- 
volves considerable initial expense, which often prevents a young 
physician from going into a rural area. The community is re- 
minded that office space, housing, and funds for initial expense 
are needed by a physician; if assistance for obtaining these needs 
is available, it is recommended that this be made known. 

So that the community, after considering the factors de- 
scribed in the reprint, may contact the physicians desiring to 
practice in Montana, Mr. Hegland includes in his letter a com- 
plete list of the available physicians, with information on each 
The community is advised that it should contact these physicians 
in an attempt to attract one to establish in the area; the com- 
munity is also advised that it is their responsibility to complete 
all arrangements with the physician and to support his practice 
after he locates there. From time to time, as a new list of 
physicians is compiled, copies are sent to the communities in- 
terested in obtaining a physician. 

FUTURE EXPANSION OF PLACEMENT SERVICE 

To further develop the Physicians Placement Service a special 
subcommittee has been appointed from the public relations 
committee of the Montana Medical Association. This subcom- 
mittee is to develop informational questionnaires to be executed 
by physicians seeking locations and communities seeking a 
physician, so that full information may be available to interested 
persons. In addition, from this subcommittee a panel of visiting 
physicians is to visit communities that believe they are in need 
of physicians. The panel is to evaluate the actual need, and, if 
the need does exist, the panel will help in obtaining a physician. 
If a physician is not needed, the panel will aid the community 
with suggestions in developing methods for meeting their medi- 
cal needs, such as organizing an ambulance service or encourag- 
ing a nearby physician to hold office hours there each week. 
This part of the program is in the formative stage; it will be a 
valuable additional service to the state placement program. 
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Privileged Communications: Privilege Once Waived Ceases to 
Exist.—This was an action for damages for breach of a con- 
tract for personal services. From a judgment in favor of the 
plaintiff, the defendant appealed to the supreme court, appellate 
division, first department, New York. 

The plaintiff was hired as head football coach by the New 
York Yankees, a professional football team. After the contract 
had run for five months, the plaintiff became ill and was taken 
to a hospital, where he remained for about one month. During 
this period he was examined by three physicians, two of whom 
said he had had a coronary thrombosis and one of whom, Dr. 
Palatucci, said he had never had a coronary thrombosis. The 
defendant admitted that he terminated the plaintiff's employ- 
ment but contended that such termination was justified because 
of the plaintiff's physical incapacity to fulfill the terms of the 
contract. At the trial, no medical witnesses were called by the 
plaintiff. However, the defendant called the three physicians 
who had attended the plaintiff. With respect to the first phy- 
sician, a Dr. Kossman, who examined the plaintiff on July 24, 
1951, the plaintiff’s claim of privilege was sustained by the trial 
court. When the second physician, Dr. Palatucci, who examined 
the plaintiff on July 20, 1951, after his discharge from the hos- 
pital, was called by the defendant, the plaintiff did not object 
to the receipt of his testimony. The trial court, while Dr. Pala- 
tucci was on the stand, advised the plaintiff that he was waiving 
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his privilege as to Dr. Palatucci’s testimony. Nevertheless, the 
plaintiff did not object to the introduction of that evidence. Dr. 
Palatucci testified that he had familiarized himself with the hos- 
pital records of the plaintiff's case, including the diagnosis of 
coronary thrombosis by Dr. Fischl. The defendant then called 
Dr. Fischl, who had attended the plaintiff in the hospital. The 
plaintiff then claimed privilege against the receipt of Dr. Fischl’s 
testimony, and the court sustained the objection on the ground 
that the receipt of Dr. Palatucci’s testimony did not amount to 
a waiver as to the testimony of Dr. Fischl or the hospital records. 

We find error in this ruling, said the court. The law is well 
established in this state that the patient waives the privilege 
as to his physician’s testimony by failing to object to such testi- 
mony when the physician is called by the other party, and, 
further, that the privilege once waived “is waived for all time.” 
The waiver is not confined to the particular physician who tes- 
tifies, but extends to any other physician who has examined 
the plaintiff concerning the particular ailment involved. Though 
Dr. Palatucci testified that he found an absence of the specified 
disease, his testimony disclosed that another physician had found 
it present. We think, said the court, that this was a disclosure 
which could not be recalled. This error, which left the jury with 
only one side of the medical proof on the basic question in the 
case, requires reversal of the judgment. Accordingly the judg- 
ment in favor of the plaintiff was reversed and a new trial was 
granted. Strader v. Collins, 116 N. Y. S. (2d) 318 (New York, 
1952). 


Hospitals in General: Suit by Hospital to Recover for Surgical 
Services of Staff Physician.—This was an action to recover the 
value of hospital and medical services rendered by the plaintiff 
at the express or implied request of the defendant patient. The 
case was tried in the municipal court of the city of New York, 
borough of Manhattan. 

The plaintiff injured his left arm and shoulder in an acci- 
dental fall in a theater lobby and was taken to the Beekman 
Downtown Hospital for treatment. He received medical, surgi- 
cal, and hospital care for 22 days and then visited the outpatient 
department of the hospital for about a month. He then had 
another accident at home as a result of which he injured his 
right leg. He was readmitted to the plaintiff hospital and re- 
mained there for a period of 26 days, and the present suit is a 
claim made for the second period of his hospitalization. Dur- 
ing this second period of hospitalization, the plaintiff received 
the routine bed, board, and nursing treatment, x-rays, physio- 
therapy treatments, special medicines, drugs, laboratory serv- 
ices, and special medical and surgical treatment. Part of this 
latter treatment consisted of an operation for the evacuation 
of a hematoma. An examination of the bill of particulars, said 
the court, reveals that the defendant at one time or another 
during the two periods of hospitalization received medical or 
surgical care from seven physicians and surgeons. The de- 
fendant conceded that all charges were fair and reasonable and 
recoverable except those items that were charges for surgical 
services. The objection to these services was primarily based on 
the fact that the plaintiff was not the real party in interest and 
that, if a recovery was allowed to the plaintiff, it would not 
bar an independent action brought by the surgeon for such 
services. 

Concededly, said the court, the defendant was an ambulance 
patient treated in the ward of the plaintiff hospital; as such he 
“has no freedom of choice or of contract or terms in respect 
of a physician who attends him at such hospital.” It would 
appear, therefore, that there is no contractual relationship, 
either express or implied in law, upon which any such treating 
surgeon could predicate a cause of action against a ward patient. 
This principle, the court added, would apparently not prevail in 
a private proprietory hospital where an admitting patient selects 
his own physician and where accommodations are character- 
ized as either private or semiprivate rooms. 

Accordingly, therefore, the court held that the hospital was 
entitled to recover for the amount of the surgical services that 
were rendered to the defendant by the hospital staff physicians. 
Beekman Downtown Hospital v. Murphy, 116 N. Y.S. (2d) 341 
(New York, 1952). 


INTERNAL MEDICINE 


Nickerson-Kveim Reaction in Sarcoidosis. L. E. Siltzbach and 
J.C. Ehrlich. Am. J. Med. 16:790-803 (June) 1954 [New York]. 


The Nitkerson-Kveim cutaneous test for sarcoidosis consi 
ing of the intradermal injection of 0.1 to 0.2 cc. of a hea.- 
sterilized suspension of human sarcoid tissue (usually lymph 
nodes or spleen) into the volar aspect of the forearm, with 
biopsy of the test area four to six weeks after the injection, was 
practiced in 80 men and 120 women. Fifty-eight patients had 
sarcoidosis confirmed by biopsy of an involved organ or tissue. 
Eighty patients were suspected of having sarcoidosis, and in 33 
of these the suspicion was strong. Fifty-four patients had diseases 
other than sarcoidosis, and they served as controls. The remain- 
ing eight patients had unclassified granulomatous disorders. 
Results of 571 tests performed on the 200 patients over a seven 
year period showed that 50 (86%) of the 58 patients with sar- 
coidosis confirmed by biopsy and 28 (85%) of the 33 patients 
in whom sarcoidosis was strongly suspected gave microscopically 
positive responses to the test, having a reaction characterized by 
the production of tuberculoid granulomas resembling those of 
sarcoidosis. Two of the 54 control patients gave positive re- 
sponses to the test, an incidence of 4% of false positive re- 
actions, which may be considered a satisfactorily low rate for a 
biological test. Foreign body reactions and nonspecific reactions 
sometimes interferred with the microscopic reading of the test. 
Suspensions of normal lymph nodes and normal spleen did not 
elicit a positive reaction in patients with sarcoidosis who did 
respond to a suspension of sarcoid tissue. The Nickerson-Kveim 
intracutaneous test is a useful confirmatory tool in the diagnosis 
of sarcoidosis. The test is of aid especially when tissues from 
involved organs are not readily accessible to biopsy. The test 
has growing applicability in differentiating granulomatous con- 
ditions. In such cases the result of the Nickerson-Kveim test can 
also be a determining factor in the choice of proper therapy. 


Malignant Carcinoid of the Small Intestine with Metastases to 
the Liver, Valvular Disease of the Right Side of the Heart 
(Pulmonary Stenosis and Tricuspid Regurgitation Without Septal 
Defects), Peripheral Vasomotor Symptoms, Bronchoconstriction, 
and an Unusual Type of Cyanosis: A Clinical and Pathologic 
Syndrome. A. Thorson, G. Biérck, G. Bjorkman and J. Walden- 
strom. Am. Heart J. 47:795-817 (June) 1954 [St. Louis]. 


The occurrence of both pulmonary stenosis and malignant 
carcinoid of the small intestine is reported in eight men and 
six women between the ages of 19 and 64 and in two additional 
patients, whose sex and age were not recorded. The simultane- 
ous occurrence of both conditions makes this unsuspected 
combination a clinical and pathological syndrome and not a pure 
coincidence. The principal findings and symptoms of the syn- 
drome were (1) malignant carcinoid of the small intestine with 
slow progression and metastases to the liver and to other par- 
enchymatous intra-abdominal organs, common symptoms being 
dependent edema, frequent watery stools, borborygmi and 
abdominal pain and rarer symptoms being ascites and pleural 
effusion; (2) generalized widening of the small vessels of the 
skin, telangiectases in some patients, and pellagra-like cutaneous 
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lesions in several patients; (3) plethoric coloration and tota! or 
partial cyanosis in the absence of polycythemia and a peculiar 
patchy flushing of the skin, in some cases combined with pilo- 
motor symptoms; (4) pulmonary stenosis of the valvular type 
and tricuspid regurgitation; and (5) attacks of “bronchial 
asthma” of a rather unusual type, the chief features of which 
were cyanosis, “exanthema” over the face and body, and sud- 
den dyspnea. Of the 16 patients, 7 definitely had the new syp- 
drome, 4 probably had it, and 5 had partial or not fully verified 
symptoms. The cause of the syndrome is_ believed to be a 
malignant carcinoid of the small intestine with hormonal 
properties and extensive metastases to the liver. This concept 
is based on the fact that the flushes or plethoric discoloration 
of the skin, which were the most outstanding and easily visible 
findings, occurred suddenly, showed an irregular distribution 
and color, and seemed to represent various stages of contrac- 
tion or dilatation in both precapillary arteries and capillaries, 
During the generalized red flush, quickened heart rate and lJarge 
pulse pressure often occurred. After a period of extensive flush- 
ing, there usually followed a period without flush, which may 
indicate a release of vasomotorically active substances. Among 
substances of this type at present known, 5-hydroxytryptamine 
(Enteramine or Serotonin) is the one that in its effects seems 
most likely to correspond with the signs and symptoms of the 
syndrome. It has recently been extracted by another worker in 
considerable amounts from a carcinoid tumor found at necropsy. 


Medicinal Treatment of Obesity with a New Type of Hydantoin. 
D. Janz and F. Bahner. Deutsche med. Wchnschr. 79:846-849 
(May 21) 1954 (In German) |Stuttgart, Germany]. 


Methyldibromostyrylhydantoin (Pesomin) was given to 18 
female and 4 male obese patients between the ages of 8 and 52 
years. The drug was available in sugar-coated tablets of 0.27 gm. 
Five to seven tablets were given daily for several months in two 
to three single doses with the meals. In 21 patients loss of 
weight was obtained depending on the dose of the drug and 
on the individual response to the drug. Three patients lost up 
to 1 kg. per month, nine up to 2 kg., two up to 3 kg., four up to 
4 kg., and three up to 5 kg. The greatest losst of weight obtained 
was 22.5 kg. in seven months and 18 kg. in four months. The 
daily dose required for most patients was six tablets, but a lasting 
effect was obtained in several patients with five tablets, while 
seven tablets daily were required occasionally. Of a second 
group of 19 patients with neurological diseases and normal body 
weight who were given methyldibromostyrylhydantoin for 3 
to 22 months, 6 had an average loss of 1 kg. per month, 8 had 
an average loss of 1.4 kg., 4 lost up to 2.2 kg. per month, and 
1 patient had no loss of weight. The obese patients showed a 
more pronounced response to the drug than patients with normal 
body weight. To prevent the occurrence of “allergic” reactions, 
such as pruritus, general weakness, and rash similar to that of 
scarlet fever, measles, or German measles, associated with fever, 
swelling of cervical lymph nodes, and eosinophilia, it is ad- 
visable to start the treatment with one tablet daily for eight days 
and to continue with two tablets for the next seven days, three 
tablets for the next six days, four tablets for the next five days, 
five tablets for the next four days, and then to give six or seven 
tablets daily. Undesirable side-effects, such as atrophy of gums, 
gastrointestinal disturbances, agranulocytosis, nystagmus, vertigo 
or ataxia, were not observed. The absence of cardiac or cir- 
culatory disturbances such as palpitation or tachycardia was a 
notable advantage of the drug as compared to active thyroid 
substances. The effect of the new hydantoin derivative did not 
depend on the cause of the obesity, since loss of weight occurred 
similarly in patients with genuine and with symptomatic obesity. 
The effect of the drug was manifested by a change in quality 
of appetite and a diminished sensation of hunger. An increase 
in basal metabolic functions did not occur. It is suggested that 
methyldibromostyrylhydantoin may exert a direct effect on the 
central regulation. The new drug is suitable for ambulatory «s 















































Lo 
Tul 
[Ne 
; 
agu 
One 
mat 
bisc 
the 
pos: 
(18. 
(14, 
secc 
The 
anti 
rhag 
bene 
only 
suffe 
(witl 
conc 
outp 
by a 
Defi 
wher 
orrh: 
time 
ing 
Vita 
treat: 
prolc 
in th 
with 
Near 
on th 








































n- 


nal 


yin, 
349 


ver, 
ad- 
ays 
ree 
iys, 
ven 
ms, 
igo 
cif- 
iS a 
‘oid 
not 
‘red 
‘ity. 
lity 
ase 
hat 
the 
} as 





Vol. 156, No. 3 


well as for hospital treatment since with gradually increased 
dosage after institution of the treatment it does not cause 
undesirable side-effects even when given in large doses and 
continued for many months. 


Problems of Diabetes Mellitus: Investigation on Incidence and 
on Influence of Age and Nutrition on Manifestations of Diabetes 
Mellitus. V. Schliack. Deutsche med. Wchnschr. 79:855-856 
(May 21) 1954 (In German) |Stuttgart, Germany]. 


The author compared the ages and the sex of the population 
with diabetes mellitus of the cities of Leipzig, East and West 
Berlin, and Vienna. Of the 2 million inhabitants of West Berlin, 
11,294 had manifest diabetes mellitus. The highest incidence 
of the disease was observed in the sixth decade of life, pre- 
dominating in women after the 40th year of life. The sex ratio 
was temporarily changed by the deficient nutrition during the 
war and postwar period, which had the significance of a mass 
experiment. The number of manifestations depended definitely 
on the supply of calories. The content of fat in the food seemed 
to have an important part. Reports in the German literature on 
the incidence of diabetes mellitus in postwar Germany differed 
between 1 and 6 per 1,000. The author’s recent study of the 
incidence of diabetes mellitus among the rural population and 
the population of small towns in the district of Mecklenburg, 
Germany, revealed an incidence of 1.5%, i. e., the same as that 
determined by Joslin in North America; this suggests a more 
even distribution of the diathesis than has been assumed so far. 
The large number of previously undetected cases of the disease 
is stressed; systematic examinations of the entire population 
revealed for one known diabetic patient five additional persons 
with diabetes. The sociomedical postulate of prophylaxis and 
early treatment in the primary stage, when regression of the 
disease is still possible, could be fulfilled if the diagnosis were 
not left to chance. The age and sex specificity revealed by the 
author’s study, the regulatory character of the disease, the 
hereditary disposition, the relationship to obesity and over- 
nutrition, and the prevention of manifestations of the disease 
by limiting luxury consumption, make properly directed pro- 
phylaxis possible. 


Long-Term Anticoagulant Therapy: Further Experiences. J. 
Tulloch and I. S. Wright. Circulation 9:823-834 (June) 1954 
[New York]. 

This report is based on 227 patients treated with antico- 
agulants as outpatients for at least four weeks consecutively. 
One hundred eighty-two received bishydroxycoumarin (Dicu- 
marol) for a total of 59,104 days, and 53 received ethyl 
biscoumacetate (Tromexan) for 6,743 days. Twenty-six out of 
the 227 patients (11.4%) experienced a total of 40 definite or 
possible thromboembolic complications, while 43 patients 
(18.9%) had 70 hemorrhagic complications. Thirty-three 
(14.5%) acquired a very high prothrombin time (well over 40 
seconds) on 51 occasions without the occurrence of bleeding. 
There were 20 deaths, which, in general, were unrelated to 
anticoagulant therapy; only one death was caused by hemor- 
thage. There was substantial evidence that the treatment was of 
benefit to this series of patients. It must be remembered that 
only patients with severe heart or vascular disease who were 
suffering from recurrent thromboembolic episodes were included 
(with the exception of eight cases of glaucoma). The authors 
conclude that, where adequate laboratory facilities are available, 
outpatient long-term anticoagulant therapy may be instituted 
by any physician familiar with the use of anticoagulant drugs. 
Definite thromboembolic episodes are most likely to occur 
when the prothrombin time is less than 20 seconds, and hem- 
orrhagic complications are commonest when the prothrombin 
time is over 40 seconds. Minor trauma will induce local bleed- 
ing at any level of prolongation of the prothrombin time. 
Vitamin K and, especially, Vitamin K, are of value in the 
treatment of the hemorrhagic complications associated with 
prolonged prothrombin times (diminished prothrombin activity 
in the blood). Surgery may, in most instances, be undertaken 
with safety by temporarily lowering the prothrombin time to 
near the normal level; anticoagulant therapy should be resumed 
On the first or second postoperative day, if possible. 








MEDICAL LITERATURE ABSTRACTS 279 


Potassium Deficiency in Congestive Heart-Failure: Three Cases 
with Hyponatraemia, Including Results of Potassium Replace- 
ment in One Case. J. H. Cort and H. L. Matthews. Lancet 
1:1202-1206 (June 12) 1954 [London, England]. 


Three patients with congestive heart failure, resistance to 
mercurial diuretics, and hyponatremia were submitted to elec- 
trolyte tissue analysis of muscle biopsy specimens. These studies 
showed a large deficit of potassium and overhydration in the 
cells. The sodium content of the cells was also probably 
increased. Two patients died suddenly shortly after biopsy was 
completed and potassium therapy instituted. The third was 
treated with a high potassium intake and the maintenance of 
digitalis but no mercurials. Balance s‘udies were continued 
during therapy, and a second muscle biopsy was done 50 days 
after the first. Potassium therapy was associated with the 
following changes: the electrolyte and water composition of 
muscle was completely corrected; edema was decreased; cyano- 
sis disappeared; there was considerable clinical improvement; 
hyponatremia was corrected; and sodium began to be excreted 
in the urine. Hyponatremia appears to be an end-stage of a 
prolonged loss of potassium either caused or complicated by the 
administration of mercurials, and it is more likely than that po- 
tassium deficiency plays a part in the clinical picture of conges- 
tive failure and masks the true extent of debility caused by 
hemodynamic insufficiency alone. The question may be raised 
whether attention to potassium balance should not have a more 
important part in the treatment of congestive failure. 


Increased Cerebrospinal Fluid Pressure and Papilledema in 
Malignant Hypertension. R. D. Taylor, A. C. Corcoran and 
I. H. Page. A. M. A. Arch. Int. Med. 93:818-824 (June) 1954 
[Chicago]. 

In a study of the association of cerebrospinal fluid pressure, 
diastolic arterial pressure, and papilledema, more than 400 
measurements of cerebrospinal fluid pressure were made on 200 
patients, 100 of whom had essential hypertension without 
papilledema, and 100 of whom had malignant hypertension with 
manifest papilledema. No association between diastolic pressure 
and cerebrospinal fluid pressure was observed in the hyper- 
tensive patients without papilledema. In the hypertensive patients 
with papilledema the statistically significant correlation was not 
sufficient to indicate causation, since patients without papil- 
ledema showed elevated cerebrospinal fluid pressure and patients 
with severely elevated diastolic pressures were often free of 
papilledema. Similarly, in serial observations on patients whose 
papilledema altered in severity, remitted, or recurred, no close 
association between these changes and the cerebrospinal fluid 
pressure could be demonstrated. Serial observations of the 
cerebrospinal fluid pressure in individual patients showed con- 
siderable fluctuations in this function, independent of diastolic 
pressure. Papilledema and increased cerebrospinal fluid pres- 
sure, like hypertensive encephalopathy, are to be regarded as 
specific manifestations of hypertensive disease, unrelated as to 
cause and effect. Comparison by means of the Ayala index 
(used as a relative measure of intracranial tissue volume) 
between patients with and those without papilledema indicated 
that papilledema is not associated with any evident increase in 
brain volume. Further, papilledema and increased cerebrospinal 
fluid pressure cannot be attributed to increased cerebrospinal 
fluid volume. Cerebral blood flow is not increased in patients 
with severe hypertension. If brain volume, cerebrospinal fluid 
volume, and cerebral blood flow are relatively normal in severe 
hypertension, increased cerebrospinal fluid pressure observed in 
many patients with hypertensive disease may, by exclusion, be 
attributed to distention of cerebral vessels. 


Antibiotics in Incperable Renal Tuberculosis. A. Kristenson. 
Nord. med. 51:671-675 (May 13) 1954 (In Swedish) [Stock- 
holm, Sweden]. 


Five cases with extensive destructive tuberculous changes in 
both kidneys or in the kidney remaining after nephrectomy are 
described. In three cases there were tuberculous changes in the 
biadder; in four there were pulmonary changes in varying 
extent, with tuberculous empyema and a tuberculous joint 
affection in one case. Urography, retrograde pyelography, and 
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aortography gave information on the condition of the kidneys. 
Changes in the urine were present in all cases: albuminuria, 
sediment of red and white blood corpuscles in different 
amounts, and tubercle bacilli demonstrated by direct test, 
inoculation, and culture. After p-aminosalicylic acid (PAS) 
treatment followed by treatment with streptomycin, isoniazid, 
and finally penicillin, subjective and objective symptoms dimin- 
ished or disappeared. The roentgenologic changes did not 
progress. In three cases the urine was normalized. The tuber- 
culous pulmonary changes and the tuberculous joint affection 
showed regression and healing. The improvement has been 
maintained after the end of treatment for several years in three 
cases and during a shorter observation time in two cases. To a 
large extent Kristenson advocates conservative treatment with 
intensive chemotherapy in renal tuberculosis, completed if 
necessary by surgical treatment. 


How to Prevent Crippling in Rheumatoid Arthritis. M. Kelly. 
Lancet 1:1158-1161 (June 5) 1954 [London, England]. 


Why do some patients with rheumatoid polyarthritis become 
bedridden? Nine out of 10 bedridden patients relate the same 
sequence: 1. The knees became painful and swollen, and the 
quadriceps muscles wasted away. 2. The patient walked less 
and less. 3. He could not straighten his knees. 4. He could not 
walk and took to wheel chair or bed. 5. His arms became fixed 
and his hands powerless. The patient takes to his bed for a 
flexion deformity of the knees. If one knee can be straightened, 
the patient will walk. While he can walk and dress himself 
daily he will do enough to keep his muscles active and his other 
joints mobile. When he stops walking, the muscles waste away, 
the bones are decalcified, and the joint capsules become fibrosed. 
Prolonged rest in bed is disastrous. The patient can be assured 
that he will walk so long as he can straighten his knees. And 
he can be assured that he will use his hands so long as he 
prevents his hands from drooping and facing downwards. The 
knee that threatens deformity always has a weakened quadri- 
ceps, which must be strengthened. Flexion must be avoided. 
The patient should keep the knees straight when he is sitting 
or lying. A very weak quadriceps should be supported by a 
straight caliper. If the knee is not painful or swollen, the 
caliper may be removed at night, but it is better to wear it 
continuously for a week or two. Flexion always returns with 
ordinary use of the limb, and it should not be sought by forcible 
active or passive movements. If the patient cannot straighten 
his knee, it can usually be straightened under anesthesia, the 
caliper fixed on, and the patient allowed to walk with crutches. 
Swelling of the joint does not contraindicate forcible extension. 
Deformity of the wrist can be prevented by continuous immo- 
bilization in plaster splints that allow the fingers to be used 
and the hand to be rotated. Arthritic joints that are immobilized 
for a few weeks do not ankylose. 


Mass Oral Penicillin Prophylaxis in Control of Streptococcal 
Disease. S. H. Bernstein, H. A. Feldman, O. F. Harper Jr. 
and W. H. Klingensmith. A.M. A. Arch. Int. Med. 93:894- 
898 (June) 1954 [Chicago]. 


Approximately 5,500 recruits received prophylactically 250,- 
000 units of penicillin orally twice daily for 10 days, while a 
similar number of recruits served as untreated controls. The 
Group A Streptococcus disease rates before penicillin prophy- 
laxis was instituted were 13 per 1,000 per week in the group 
to be treated and 17 per 1,000 in the control group. The hospital 
admissions for streptococcic disease diminished sharply within 
48 hours in the treated group; the disease rate for that week 
was 2 per 1,000 and the following week, 1.5 per 1,000. In con- 
trast, the equivalent rates in the control group were 13 per 
1,000 per week and 11 per 1,000 per week. The streptococcic 
disease rate in the treated group was maintained at a lowered 
level for the next five to six weeks. In a second mass penicillin 
trial performed three months later, the prophylactic effect of the 
antibiotic was similar to that observed in the preceding trial, 
and the disease rate fell from 10 per 1,000 per week to less 
than 1 per 1,000 per week. The percentage of positive cultures 
obtained from the throats of apparently healthy trainees were 
affected similarly in both mass penicillin trials. The incidence 
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of untoward reactions to penicillin was extremely low during 
both field trials. Since the serologic types that were found 
in the hospitalized patients with streptococcic pharyngitis 
remained constant, it appears that the mass prophylaxis sup. 
pressed but did not eliminate the offending organisms. Although 
the data reported demonstrate that 250,000 units of Penicillin 
orally administered twice daily will effectively control a group 
A Streptococcus epidemic in a cfosed population, it is evident 
that the optimal dosage schedule still remains to be determined. 


Epidemic Nephropathy. B. Tungland. Nord med. 51:635- 
639 (May 6) 1954 (In Norwegian) [Stockholm, Sweden]. 


Epidemic nephropathy, observed only in Finland, Sweden, 
and Norway, was unknown until 30 years ago. It is an acute 
infectious disease with special affinity for the kidneys and occurs 
only in the winter months. There is transient renal insufficiency 
with isohyposthenuria and azotemia. The disorder sets in sud- 
denly, often with fever and chills. In Hedmark District Hospital, 
from late 1948 to 1950, 28 patients (26 males, two females) 
were treated under the diagnosis of epidemic nephropathy. 
Half the patients were woodsmen. Headache and backache were 
the commonest symptoms; in 16 cases intense abdominal pain 
dominated the picture. Transient impairment of vision occurred 
in three instances. All but one of the patients had proteinuria 
lasting an average of 11 days. Polyuria, beginning in the second 
week, lasted about a week. The diagnosis on admission was 
usually acute nephritis or epidemic nephropathy. The influenza- 
like character of the disorder suggests a virus infection. Evidence 
points to transmission by rodents, but the disease has not yet 
been demonstrated in mice. Treatment consisted of rest in bed 
and diet low in protein and salt. The prognosis is believed to 
be good. Follow-up of 10 patients after five years revealed no 
renal injury. 


Functional Disorders of the Intestinal Tract. H. I. Sippy. 
Rocky Mountain M. J. 51:512-516 (June) 1954 [Denver]. 


Sippy feels that the term “irritable bowel” or, more partic- 
ularly “irritable colon,” has been the subject to the erroneous 
interpretation that only the colon is concerned in these con- 
ditions. Physiologically and anatomically, the small intestine 
is fully as vulnerable as the colon to instability and derange- 
ment. Nervous irritability, abuse by cathartics or enemas, and 
fermentation are the chief causes of bowel dysfunction, but in 
addition there are numerous accessory causative factors. These 
include chilling either by external exposure or ingested ma- 
terial; infections, especially the toxins of respiratory infections 
often misnamed “intestinal flu”; emotional crises; fatigue: 
endocrine disorders; allergic reactions; and excessive intake of 
highly laxative foods, such as cabbage, sauerkraut, corn, and 
many fruits or fruit juices. The leading symptom of a functional 
bowel disorder is usually abdominal distress. This tends to be 
variable in location and degree. When in the left upper abdo- 
men, it sometimes radiates upward into the chest and arouses 
suspicion of a cardiovascular source. The distress is intermit- 
ient or remittant with a tendency to recur over prolonged 
periods. Descriptions vary from vague discomfort and sensa- 
tions of fullness to violently cramping colic. Some relief is 
usually obtained by applying heat to the abdomen, or taking 
hot foods and drinks, and by defecation, belching, or the 
expulsion of flatus. Constipation, diarrhea, flatulence, anorexia 
and nausea are other manifestations of irritable bowel. These 
functional bowel disorders are extremely prevalent, and their 
recognition and treatment are grossly neglected. Physical exam- 
ination reveals little except a tender and sometimes rope-like 
colon. Diagnosis is accomplished largely by exclusion of 
organic disease. Treatment must be individualized. 


Clinical Criteria and Surgical Indications for Treatment of 
Duodenal Ulcer. F. Soave. Minerva med. 45:922-926 (April 4) 
1954 (In Italian) [Turin, Italy]. 


Approximately 86% of patients with duodenal ulcer recover 
in from 8 to 15 months with adequate medical therapy and an 
appropriate diet. In the remaining 14% surgery must be done. 
It is a clinical error to continue medical therapy when this has 
not given good results in 6 to 15 months. The ulcerative process 
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will progress, and hemorrhage, pancreatitis, duodenal obstruc- 
tion, and painful syndrome in the right upper part of the 
abdomen may develop. Hemorrhage is one of the commonest 
complications of duodenal ulcer. It is generally controlled with 
conservative treatment in patients between the ages of 25 and 
35 years except for 4.5 to 5% of cases. Soave postpones the 
subtotal gastrectomy in these patients until the hemorrhage has 
been checked. Because a sclerotic process of the arteries may 
be present, the hemorrhage may be severer and more difficult 
to control medically in patients over 45 years of age. In these, 
one should assume that a branch of the pancreaticoduodenal 
artery or of the left gastric artery is eroded by the process, 
and the most rational intervention is simple ligation of the 
bleeding vessel. This should be done rather soon. Surgical 
intervention is urgent for patients in whom, despite transfusions, 
the circulating blood has reached values below 60% of the 
total volume. Another complication of duodenal ulcer is 
pyloroduodenal obstruction. Soave states that at the University 
of Genoa surgical clinic subtotal gastrectomy according to 
Polya is the intervention of choice for duodenal ulcer. This 
intervention and the one of Hofmeister reduce to 2 to 3% the 
dumping syndrome symptoms. According to some authors this 
condition is caused by a sudden distention of the anastomosed 
jejunal loop; others say that it is the result of too rapid a 
passage of undigested food into the jejunum. A complication of 
subtotal gastrectomy is pancreatitis of the head of the pancreas. 
This is not a severe complication of itself, but the tryptic 
ferments may digest the catgut that was used to suture the 
duodenal stump. If this is not completely healed, an external 
biliary fistula or biliary peritonitis may result. Vagotomy, alone 
or combined with gastroenteroanastomosis, does not give satis- 
fying results in the treatment of duodenal ulcer. It may some- 
times be indicated for patients in whom disturbances continue 
to be present after they have undergone a gastroenteroanastomo- 
sis and a resection. If the disturbances were due to the cephalic 
phase of the gastric secretion, the patient will benefit from the 
operation. Vagotomy alone should never be used in the treat- 
ment of duodenal ulcer. 


Treatment of Leukemia. J. H. Burchenal. Bull. New York Acad. 
Med. 30:429-447 (June) 1954 [New York]. 


The therapeutic agents available for treatment of leukemia 
are irradiation and chemotherapy. In acute leukemia the sequen- 
tial use of the antimetabolites, amethopterin, aminopterin, and 
6-mercaptopurine, and the hormones, corticotropin and corti- 
sone, may be expected to produce beneficial effects with an 
increase in survival time in a high percentage of children. 
Definite but less frequent beneficial effects have been noted in 
adults with mercaptopurine. The author makes a plea for the 
treatment of all cases of acute leukemia. Too often the attitude 
is that there is no cure for the disease. The answer to that is 
fourfold: the untreated patient does not usually die in peace 
but frequently suffers many painful complications; under 
therapy many of these children can live happy lives, continuing 
in school and playing as normal children; during this time the 
family have time to adjust to the situation; and, most important, 
if these patients can be kept alive for another year or two, who 
can say that some investigator somewhere will not come forth 
with a really effective agent to control the disease? In chronic 
myelocytic leukemia Myleran (1,4-dimethanesulfonyloxybu- 
tane), triethylenemelamine (TEM), urethane, arsenic, and the 
nitrogen mustard HN. are useful chemotherapeutic agents; 
§-mercaptopurine is still under evaluation in this form of the 
disease and may prove to be of considerable value. The treat- 
ment to be used in chronic myelocytic leukemia depends largely 
on the available facilities. If adequate equipment and personnel 
are available, radiation therapy either by local or total body 
X-ray or phosphorus 32 therapy offer perhaps a wider range 
of applicability and technique than any of the chemothera- 
peutic agents. In chronic lymphocytic leukemia, the only chemi- 
cal agents of value are the mustard derivatives, triethylene- 
melamine, nitrogen mustard HN:, the hormones, and possibly 
urethane. Specific therapy is only one aspect of the therapy 
of leukemia. Transfusions should be given as often as necessary 
'0 combat anemia, and antibiotics should be employed when- 
ver serious infection threatens the patient. The maintenance 
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of morale is also an important factor, and for this reason the 
patients should be allowed to live as normal a life as possible. 
Most patients with chronic myelocytic leukemia can continue 
to work up to within a month or two of the time of death. 


Leukemia in Atomic Bomb Survivors: I. General Observations. 
R. D. Lange, W. C. Moloney and T. Yamawaki. Blood 9: 
574-585 (June) 1954 [New York]. 


Seventy-five established cases of leukemia occurred in atomic 
bomb survivors in Hiroshima and Nagasaki up to Dec. 31, 1952. 
There were 38 men and 37 women. The leukemogenic effects 
of radiation were manifested equally in both sexes and at all 
age levels represented in this series. In the 76,891 survivors 
who at the time of the bombing were at a distance less than 
2,500 m. from the point on the ground immediately below the 
bomb burst (hypocenter), 65 cases of leukemia were found, 
while in the combined total of 159,285 persons who were 
beyond 2,500 m. and survived in both cities, there were only 
10 cases of leukemia. These data indicate a great increase in 
the incidence of leukemia among atomic bomb survivors due 
to a single massive exposure to ionizing radiation. Concerning 
the type of leukemia occurring among atomic bomb survivors, 
31 (41%) of the 75 patients had chronic myelogenous leukemia 
and 20 (26%) had acute myelogenous leukemia, while only 
one case of chronic lymphatic leukemia was observed among 
the 75 exposed survivors. The preponderance of chronic myel- 
ogenous leukemia as compared with chronic lymphatic leukemia 
in the exposed survivors is striking, but it is pointed out that 
chronic lymphatic leukemia is comparatively rare among the 
Japanese. Cases of leukemia are still appearing in atomic bomb 
survivors. There has been a steady decline in the number of 
cases since 1950. 


SURGERY 


Surgical Treatment of Hypertension. J. E. Thompson and R. H. 
Smithwick. Cincinnati J. Med. 35:203-207 (June) 1954 [Cin- 
cinnati]. 


During the past 15 years Thompson and Smithwick studied 
3,500 patients with hypertension. Over 2,400 of these have been 
operated on, and the rest have been treated medically. One 
thousand two hundred sixty-six surgically treated patients and 
467 medically treated, contro] patients have been followed five 
years or longer. The authors classify hypertensive patients into 
four groups by assigning a numerical value to each of several 
factors that determine the prognosis. The numerical value of 
one is applied to an abnormal electrocardiogram, an enlarged 
heart, impending congestive failure, mild angina, age over 50, 
a cerebrovascular accident without or with minor residual, and 
phenolsulfonphthalein excretion of less than 25% in 15 minutes 
or less than 60% in 2 hours. The value of two is applied to 
cerebrovascular accident, with residual, frank congestive failure, 
moderate angina, phenolsulfonphthalein excretion of less than 
20% in 15 minutes, and unsatisfactory response to sedation. 
A numerical value of three is assigned to phenolsulfonphthalein 
excretion of less than !15% in 15 minutes. Nitrogen retention is 
given the numerical value of four. In the patients of the first 
two groups the numerical values total up to less than four and 
in those belonging to groups 3 and 4 the values total 4 or more. 
The authors used thoracolumbar splanchnicectomy in 93% of 
surgically treated patients with essential or malignant hyper- 
tension. The remaining patients were treated by transthoracic 
sympathectomy. The sympathetic trunks are removed from D, 
to L, inclusive, together with the greater and lesser splanchnic 
nerves. It was found that the mortality rates in all four surgically 
treated groups were significantly lower than those of correspond- 
ing medically treated groups. This was especially so for groups 
2 and 3, where the differences are highly significant. Group 1 
patients are usually treated by diet and drugs, but the authors 
feel that surgery may be employed in this group for young male 
patients with high resting diastolic blood pressure levels (above 
110), or those with intractable symptoms, for women with a 
history of toxemia or other complications of pregnancy associ- 
ated with hypertension who desire more children, and for those 
who for various reasons are unable to follow a medical regimen. 
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For group 2 and group 3 patients splanchnicectomy is the treat- 
ment of first choice. In group 4 cases surgery may be recom- 
mended, provided renal function is adequate. The one positive 
contraindication to splanchnicectomy is severe kidney damage 
as indicated by persistent evidence of nitrogen retention. 


Congenital Hernia of the Diaphragm with Report of Three 
Cases. W. A. Arneson. South Dakota J. Med. & Pharm. 7:167- 
171 (June) 1954 [Sioux Falls, S. D.]. 


According to Arneson there are several types of congenital 
diaphragmatic hernias. This discussion is limited to the postero- 
lateral or pleuroperitoneal type, which comprises 90% of all 
these hernias. More than 80% of these occur on the left side, 
and almost all have no hernial sac. The involved chest cavity 
is completely filled with intestine and other abdominal viscera 
with resultant collapse of the lung and displacement of the heart 
to the opposite side. Posterolateral hernias may produce symp- 
toms referrable to the circulatory, respiratory, or gastrointestinal 
systems, as shown by cyanosis, dyspnea, or vomiting. The 
majority of the infants have symptoms immediately after birth, 
but others are able to tolerate the gross displacement of organs 
for many. months with few symptoms. On physical examination 
breath sounds are slight or absent, but intestinal peristaltic 
sounds may be heard, and the abdomen may be scaphoid. In 
the presence of these signs, a chest roentgenogram will make 
the diagnosis conclusive by showing intestinal loops replacing 
the lung and displacing the heart. Although barium by mouth 
will give a dramatic picture, it should be avoided, since it is 
unnecessary and may cause intestinal obstruction. Before 
operation these infants should be properly hydrated and the 
intestinal tract should be deflated. Operation should be under- 
taken within 24 or 48 hours. An abdominal approach is prefer- 
able to a thoracic one. In the peritoneal cavity a catheter may 
be inserted into the chest through the hernial opening to allow 
air to enter the pleural space. This facilitates removal of the 
stomach and intestines from the chest and prevents their being 
sucked back in while being delivered. The order of delivery is 
first the stomach, then the small intestine and then the colon 
and spleen. They should be kept outside the abdomen in warm 
moist packs while the hernial opening is closed. A malrotation 
should be corrected if present. Two of the three infants, whose 
cases are presented, survived the operation. Literature reports 
indicate that since 1940 the survival rate has been 90%. 


Disturbances ef Anastomosis in Billroth 1 Stomach. H. Schii- 
mann. Beitr. klin. Chir. 188:316-327 (No. 3) 1954. (In German) 
[Munich, Germany]. 


The original Billroth 1 operation was performed on 430 
patients with gastric ulcers, or on 56% of all patients operated 
on for ulcers of the stomach at the surgical department of the 
Southern City Hospital in Liibeck, Germany, since 1936. Com- 
pared with the Billroth 2 technique, the Billroth 1 operation 
has the advantage of restoring the physiological function of the 
stomach to nearly normal by restoring the continuity of the 
stomach to small intestine course. Evacuation disturbances dur- 
ing the first postoperative days depend on the technical difficulty 
of performing a satisfactory anastomosis between the large 
lumen of the stomach and the small diameter of the duodenum, 
but experience makes possible correct estimation of the wound 
of the stomach to be kept open at the larger curvature. Early 
and frequent irrigation of the stomach is the method of choice 
for preventing atony of the stomach stump. The sanguinous 
fetid secretion of the stomach favors delay in evacuation 
during the first postoperative days. Technical difficulties of suture 
occur most frequently at the posterior lip of the anastomosis. 
The patient should be discharged from the hospital only after 
roentgenologic examination reveals proper evacuation of the 
stomach stump. Complaints of deficient evacuation by the 
patients after returning to their homes may be caused partly by 
the diet and partly by the mental state. The dumping syndrome, 
which frequently causes much suffering to patients operated on 
according to Billroth 2 technique, did not occur in patients sub- 
jected to the Billroth 1 operation. Recurrence of the ulcer was 
observed in 6 (1.5%) of the 430 patients. The aspect of the 
recurrent ulcer was typical in that it was limited to the duo- 
denum and originated in the suture line between the duodenum 
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and the stomach. In most cases, the recurrent ulcer penet 
into the pancreas, and more rarely into the liver. The location 


of the ulcer suggests a peptic cause; the gastric juice apparently 
meets the duodenum in the area adjacent to the suture poini, jn 
a condition of lessened resistance. The author believes that duo. 
denal adhesions combined with continued positive production 
of acid in the residual stomach are of pathogenic significance 
in anastomotic ulcers. A positive acid curve suggests an jn. 
adequate resection of the stomach. Resection of two-thirds of 
the stomach is considered adequate, and may be performed 


safely according to Billroth 1 technique without the risk of 
tension on the suture. The Billroth 2 operation is preferable jn 
patients with duodenal ulcer and ulcer of the pylorus. 


Experience with Mitral Commissurotomy. W. D. Close. J, 
Indiana M. A. 47:600-605 (June) 1954 [Indianapolis]. 


Mitral commissurotomy was attempted in 33 women and 20 
men between the ages of 16 and 59 years, the average age for 
women being 35 years and for men 32 years. On the basis of 
the clinical picture including history, physical examination, 
roentgen ray examination, electrocardiogram, and occasionally 
cardiac catheterization, the 53 patients were grouped as follows: 
28 (53%) were patients with pure mitral stenosis, and their 
symptoms were such that they would be placed in class 2 or 
3 in the functional classifications suggested by the New York 
Heart Association (group B); 15 (28%) were patients with com- 
bined mitral stenosis and mitral insufficiency in whom it was 
thought that insufficiency was contributing little to the patient's 
disability and who were in class 2 or 3 (group C); 10 (19%) 
were patients whose lesion was predominantly an insufficiency 
or patients with predominant mitral stenosis who are placed 
in class 4 (group D). None of the author’s patients was placed 
in group A, composed of those with rheumatic valvular disease 
who are essentially asymptomatic. Of the 53 patients, 4 died 
postoperatively while they were still in the hospital and one 
died during the surgical intervention. None of the patients died 
after leaving the hospital. One death resulted from a cerebral 
embolus, one from a torn ventricle, and three from cardiac 
insufficiency. The over-all mortality was 9%, and by groups 
the mortality rate was 8% in group B, 30% in group D, and 
there was no death in group C. Of the 48 patients who survived 
the surgical intervention, 2 had auricular or atrial clots that 
were so extensive and fixed that the atrium could not be entered; 
8 patients were operated on only three months ago and, there- 
fore, evaluation of the results is not yet possible. Of the remain- 
ing 38 patients who were followed for 4 to 25 months after the 
operation, 26 (67%) obtained good results and 12 (33%) poor 
results. Some patients are markedly improved and some have 
returned essentially to normal. The expected duration of the 
improvement or whether any are cured is unknown. It is not 
known whether stenosis will re-form or not. There is some 
evidence that it may re-form. There is a definite mortality and 
morbidity even in the best selected cases. The classification of 
patients in groups A through D as described was a definite help 
in determining the advisability of surgery and in prognosticating 
the results and mortality. Patients in group B will probably 
receive a good result. Patients in group C may receive a good 
result. Patients in group D should probably not be operated on 
except for rare cases. Patients in group A should not be oper- 
ated on now, but should wait until the procedure has been 
fully evaluated. 


Surgery of the Thymus Gland: Second (and Third) Thoughts. 
G. Keynes. Lancet 1:1197-1202 (June 12) 1954 [London, Eng- 
land]. 


In discussing the question of whether thymectomy is bene- 
ficial to patients with myasthenia gravis, the author stresses the 
importance of distinguishing between those with thymic tumors 
and those without. The former group present a distinctly differ- 
ent clinical picture and therapeutic problem; they are better 
treated by roentgenologic methods followed by operation than 
by primary thymectomy. When the latter group is considered 
separately, it is seen that in those patients treated surgically 
results are superior to those in patients treated medically. The 
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author has operated on over 200 patients, 21 of whom were 
children between the ages of 2% and 16. Laboratory experi- 
ments performed by Wilson on some of the thymus glands re- 
moved from these patients yielded a potent extract having a 
neuromuscular blocking action similar to that of tubocurarine. 
This has been demonstrated both in vitro and in vivo. It appears 
that the thymus gland is the primary source of this active sub- 
stance, not simply a storage organ, in view of the virulence of 
the neuromuscular failure associated with epithelial tumors of 
the gland. 


Evaluation of Surgical Treatment for Disturbances of the 
Thyroid Gland. M. Nordland and M. A. Nordland. A. M. A. 
Arch. Surg. 68:794-799 (June) 1954 [Chicago]. 


Of 1,473 patients subjected to thyroidectomy, 861 had vari- 
able degrees of hyperthyroidism, in the form of true toxic dif- 
fuse goiter (Graves’s disease), toxic diffuse goiter, and nodular 
goiter. Twenty-one of the 86! patients were children. In the 
management of patients with hyperthyroidism, as seen today, 
the thiourates will have a definite small place as a preoperative 
measure. Patients with very mild hyperthyroidism are still pre- 
pared for surgical intervention with strong iodine solution 
(Lugol’s solution) alone. Surgery is still the treatment of choice 
in most of the patients with goiter, including those with hyper- 
thyroidism. Surgery of the thyroid is safe, and technical com- 
plications can usually be averted with a technique aimed mainly 
at hemostasis. Proper hemostasis makes possible a faster, neater, 
cleaner, and more practicable operation, offering better protec- 
tion to the laryngeal nerves and parathyroid bodies. The justi- 
fication for the preliminary application of a ligature to the 
inferior thyroid artery is the simplicity and speed with which 
it is accomplished. It was shown by the authors’ dissections and 
by other workers that the inferior thyroid artery is uniformly 
larger by one-third than the superior thyroid artery in both nor- 
mal and disturbed glands. It was demonstrated experimentally 
by Enderlen and Holtz that the blood supply of the parathyroid 
is not interfered with, even after the ligation of all four thyroid 
arteries at their points of origin. Ligatures were applied to the 
four thyroid arteries preliminary to thyroidectomy in the authors’ 
1.437 patients and no damage was done to the parathyroid 
bodies. The generous collateral circulation established between 
the internal laryngeal, internal mammary, and _ transtracheal 
vessels, together with the preservation of the posterior capsule 
over the trachea, left an adequate blood supply to the para- 
thyroids. Proper hemostasis prevented postoperative hemorrhage 
and made possible a more rapid cqnvalescence, a more perma- 
nent cure with much less drainage, and, as a result, a better scar. 


Diagnostic Paracentesis in the Acute Abdomen. C. T. Thomp- 
son and D. R. Brown. Surgery 35:916-919 (June) 1954 |St. 
Louis} 

Abdominal paracentesis carried out with an ordinary 22 
gauge spinal needle or preferably with a Potter needle proved 
to be an important adjunct in the diagnosis of an acute condi- 
tion in the abdomen in about 300 patients. The site of the 
puncture was usually about 3 cm. superior and medial to the 
anterior superior iliac spine. The needle was directed medially 
into the peritoneal cavity. In blunt injuries of the abdomen 
primarily including ruptures of the liver and spleen, which are 
difficult to evaluate, paracentesis may present a concrete indi- 
cation for laparotomy. This is particularly important in patients 
with concomitant head injuries and crushing chest injuries. 
Patients severely ill with an acute abdominal emergency may be 
spared an unnecessary and even contraindicated laparotomy if 
the diagnosis of acute pancreatitis or primary peritonitis can 
be established. Evaluation of the peritoneal fluid frequently 
makes the diagnosis. Needle perforations of the intestine are 
rare and, when they do occur, are of no consequence. In the 
300 punctures reported on, no complications ensued. In only 
One patient, who was in stupor caused by a head injury, was 
an unnecessary laparotomy performed. Repeated needle aspira- 
tion revealed partially clotting blood from the right lower quad- 
rant. Subsequent laparotomy revealed three needle holes in a 
very low right lobe of the liver extending to the iliac crest. 
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Duodenal Ulcer Complications: Controversial Problems in Sur- 
gical Management. C. C. Craighead. J. Louisiana M. Soc. 
106:197-202 (June) 1954 [New Orleans]. 


Craighead discusses surgical management of complicated 
duodenal ulcer on the basis of 623 patients admitted to Charity 
Hospital in New Orleans during the years 1951-1953. One hun- 
dred seventy of these had uncomplicated ulcer, 33 had penetra- 
tion, 93 obstruction, 229 hemorrhage, and 98 perforation. 
Indications for surgery are hemorrhage, perforation, and ob- 
struction. Penetration into the pancreas is perforation. When 
a patient with ulcer has continuous pain radiating through to 
the back, unrelieved by food and ulcer medication, he has a 
perforation. A person under 20 or over 60 having a complicated 
ulcer should have an early surgical appraisal. Continued severe 
bleeding is an urgent indication for emergency operation. If no 
point of bleeding is found, subtotal gastrectomy is favored. Per- 
foration of an ulcer signifies intractability, and resection should 
be carried out. Gastric resection of 70% or more of the organ 
accompanied by gastrojejunostomy is a more satisfactory pro- 
cedure for duodenal ulcer than is gastroenterostomy and va- 
gotomy, or resection with gastroduodenostomy, or any other 
procedure now being employed, with the possible exception of 
combined gastric resection and vagotomy. A combination of 
two procedures that effectively abolishes cephalic and antral 
phases of secretion has considerable promise. The two common 
aftermaths of gastrectomy are dumping and recurrent ulceration 
Abnormal shift of potassium and other electrolytes has been 
noted in the dumping syndrome. Gray’s hypothesis of an adrenal 
hormone acting directly on the remaining gastric glands to in- 
crease acid secretion may account, at least in part, for gastro- 
jejunal ulcer after gastrectomy. Forty (6.4%) of the 623 patients 
died. The mortality rate in 83 patients treated with simple surgi- 
cal closure of a perforated ulcer was 2.2%. The over-all mor- 
tality rate in bleeding duodenal ulcer was 9.2%. Twenty per cent 
of those operated on during active hemorrhage died. Subtotal 
gastric resection with gastrojejunostomy, including those who 
had emergency surgery, carried with it a 5.4% mortality. 


Follow-Up of 95 Ulcer Patients After Gastrectomy with Special 
Regard to Course of Late Postoperative Complications. L. K. 
Hansen and N. J. Thomsen. Ugeskr. laeger. 116:726-730 (May 
13) 1954 (In Danish) |Copenhagen, Denmark]. 


Of the 95 patients with gastric or duodenal ulcer operated on 
in Herning Hospital from 1939 to 1951, in 74 cases by Bill- 
roth 2, in 21 cases by Billroth 1, there were six times as many 
men as women. Most of the patients were engaged in heavy 
manual labor. The indications for operation were chiefly in- 
ability to work because of pain and in 35 cases pyloric stenosis 
Operations for perforating ulcer and bleeding ulcer on vital 
indication are not included. Seven postoperative deaths occurred, 
and one patient, operated on again after three years because of 
peptic ulcer and gastrocolic fistula, died from peritonitis. Four 
patients died from causes not related to their ulcers, and five 
could not be traced. The remaining 78 patients were examined 
after an observation period of from 2 to 14 years. Of the 67 
fully able to work, 32 tolerated any diet and 35 had mild 
dyspeptic symptoms. An additional patient was well after vagot- 
omy for peptic ulcer in the jejunum. Two of the remaining 10 
with reduced working capacity showed signs of dumping syn- 
drome. The results of control examinations in 54 of the 78 
patients, carried out mostly during the first year after operation 
and information obtained in the follow-up in 1953 seem to show 
that late postoperative complications appeared mainly within the 
first year after operation. 


Chylothorax Following a Blow to the Abdomen. C. Baron and 
M. Reardon. J. Thoracic Surg. 28:11-14 (July) 1954 [St. Louis]. 


Successful ligation of a ruptured thoracic duct was carried out 
with complete cure in a boy of 7 who had been punched in the 
abdomen by a younger boy. A search of the literature failed 
to reveal any other case with the same causal factor. It is sug- 
gested that the blow may have ruptured the thoracic duct at a 
congenitally weak or defective area. This possibility should be 
kept in mind when injuries of this type occur, especially in 
boxing. 
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Pheochromocytoma: Clinical Aspects and Surgical Results. 
W. F. Kvale, J. T. Priestley and G. M. Roth. A. M. A. Arch. 
Surg. 68:769-778 (June) 1954 [Chicago]. 


Of 25 patients with pheochromocytoma causing hypertension, 
the tumors were considered to be functioning paroxysmally in 
14, because intermittent attacks of hypertension dominated the 
clinical picture and the blood pressure was normal or only 
slightly elevated in the interval between the attacks. The tumors 
of the remaining 11 patients were considered to be functioning 
continuously because the hypertension and symptoms were per- 
sistent. Multiple tumors were commoner in patients with sus- 
tained hypertension than in those with paroxysmal hypertension. 
A total of 18 tumors were removed from 9 of the 11 patients 
with sustained hypertension, and 16 tumors were removed from 
the 14 patients with paroxysmal hypertension. The tumors of 
two of the patients with sustained hypertension were not re- 
moved. Of the 34 tumors that were removed, 23 arose from the 
right adrenal gland, 9 from the left adrenal gland, and one 
was extra-adrenal in origin. All 14 patients with paroxysmal 
hypertension were relieved of their paroxysmal attacks after 
operation, and none of those followed adequately had a recur- 
rence of attacks. Of the 11 patients with sustained hypertension, 
4 had malignant pheochromocytoma with local invasion or dis- 
tant metastases or both; 3 patients died, but one is still living. 
Of the remaining seven patients, three had sustained hyper- 
tension group 4; of the three, one died as a result of metastases, 
the hypertension of another reverted to group 1 six years after 
the operation, and the third patient had nearly normal blood 
pressure and normal vision. Of the four patients with hyper- 
tension group 3, one had hypertension group 2 on follow-up, 
one had an essentially normal fundus three years after the 
operation, one had normal blood pressure one year after the 
operation but no funduscopic examination was performed, and 
one stated that his blood pressure is normal. Results after re- 
moval of a pheochromocytoma that caused intermittent hyper- 
tension were uniformly good. Likewise, results after removal of 
a benign tumor that caused sustained hypertension were good. 
If the tumor is malignant, recurrence and metastasis may be 
responsible for death of the patient; results with regard to hyper- 
tension, however, are good. Diagnosis of paroxysmal or of sus- 
tained hypertension caused by pheochromocytoma may be diffi- 
cult to establish. The authors observed that histamine is the 
most reliable drug for use in diagnosing pheochromocytoma that 
causes paroxysmal hypertension, and phentolamine (Regitine) 
hydrochloride and piperoxan hydrochloride are the most valu- 
able drugs for use in diagnosing pheochromocytoma that causes 
sustained hypertension. Careful and repeated observations of the 
blood pressure in the course of surgical intervention for pheo- 
chromocytoma are essential, and appropriate depressor and 
pressor drugs should be available for prompt administration dur- 
ing operation. Hypotension commonly follows removal of a 
pheochromocytoma and requires treatment with pressor agents. 


NEUROLOGY & PSYCHIATRY 


Chromosomal Sex in Transvestites. M. L. Barr and G. E. Hobbs. 
Lancet 1:1109-1110 (May 29) 1954 [London, England]. 


It has been demonstrated that the nuclei of females contain 
a special mass of chromatin, the sex chromatin, which is rarely 
seen in nuclei of males. For reasons that are not entirely clear, 
although the small size of the Y chromosome may be partly 
responsible, the XY sex-chromosome complex of male nuclei 
does not produce a mass of sex chromatin of comparable size. 
Moore and associates in 1953 showed that human epidermal 
nuclei are quite suitable for this investigation. Most students of 
sexual deviation feel that transvestites differ from homosexuals 
and from the fetishists in that the desire to appear in clothes, 
which are contrary to the somatic sexual development, is the 
primary manifestation of the transvestite, whereas in homo- 
sexuals and fetishists other factors are primary. The male 
transvestite feels that he is a woman who has, through some 
fundamental error in development, acquired the anatomical 
features of a man. Skin biopsy specimens were studied in five 
cases of male transvestism. In each case the epidermal nuclei had 
a typical male morphology, whence it is inferred that these five 
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patients bear the male XY sex-chromosome complex. Though 
it is now reasonably certain that male transvestites have XY sex 
chromosomes, this by no means rules out the possibility tha; 
the abnormality may have a genetical basis, since the ability to 
detect alterations at the gene level lies far beyond our relative}, 
crude method of studying intermitotic nuclei. 


Is Completely Horizontal Position Necessary After Lumbar 
Puncture? A. Berjaal and T. B. Kraft. Nederl. Tijdschr. geneesk 
98:1493-1494 (May 29) 1954 (In Dutch) [Amsterdam, Nether- 
lands]. 

Most hospitals enforce a strictly horizontal dorsal posture fo: 
at least 24 hours after spinal (lumbar) puncture. This is done 
in the belief that it will avoid complaints. Many patients, how 
ever, do not like this prolonged horizontal position, and the ruil 
stresses the widely accepted belief that lumbar puncture is 
serious intervention. In order to be able to judge the advisability 
of this measure, Verjaal and Kraft kept alternate patients of « 
consecutive group of 200 patients who were undergoing lumba: 
puncture lying flat on their back for 24 hours after puncture 
The other patients were permitted to move freely in their beds 
and use a pillow. The two groups of 100 each were otherwise 
comparable. The number of patients with complaints afte: 
puncture was the same in each group. As a result of this in 
vestigation, the authors were not convinced of the efficacy of 
making patients lie down flat for 24 hours after puncture. 


The Place and Scope of Procaine Injection in the Prefrontal 
Brain. R. Soupault. Presse méd. 62:828-829 (May 29) 1954 (In 
French) [Paris, France]. 


Prefrontal block by procaine injection has proved as effective 
as lobotomy in relieving intractable pain in incurable cance: 
patients, and, in contrast to lobotomy, the procedure does not 
have serious harmful consequences, particularly mental deteri- 
oration. Since the infiltration with procaine can be strictly local- 
ized, it is far superior to “blind” section. Some recent fashionable 
theories (American psychosomatic doctrine, Soviet “nervism” 
based on Pavlov’s work, the corticovisceral theory, etc.) suggest 
that the evolution of a large number of morbid processes is 
dominated by the internal organs and the cerebral cortex func- 
tioning as a unit, the “visceral brain.” The paths of these actions 
are fairly well known and can be accurately reached by pro- 
caine infiltration. Thus it is possible for the procaine block to 
intervene in some of these visceral pathological processes, par- 
ticularly in those in which vasomotility plays a part. The inter- 
est of these new concepts is enhanced by the results of prelimi- 
nary trials of the method in a few well-selected cases. The 
authors list some of their results recently reported elsewhere 
immediate arrest of intestinal hemorrhages caused by sigmoiditis, 
amelioration of local signs of chronic progressive arthritis, and 
sedation of pain (follow-up one and a half years); suppression 
for eight months of intestinal hemorrhages in a case of severe 
progressive hemorrhagic rectocolitis; immediate clinical and 
verified radiological cure of a giant ulcer of the small gastric 
curvature accompanied by violent pain and severe hemorrhage 
(follow-up 10 months); and immediate arrest of severe hemor 
rhages in a patient with a duodenal ulcer. 


Carbon Dioxide Content of Alveolar Air in Poliomyelitis with 
Respiratory Paralysis. G. Midrner. Nord. med. 51:675-679 
(May 13) 1954 (In Swedish) [Stockholm, Sweden]. 


The aim in the treatment of poliomyelitis with respiratory 
paralysis is to provide ventilation of such amount and compo- 
sition that the oxygen and carbon dioxide tension in the arterial 
blood is kept within normal limits. As the usual clinical obser- 
vation gives only incomplete information as to the state of 
ventilation, for rational care of respirator patients an objective 
registration of the blood gases is required. Because of the rapid 
diffusion of carbon dioxide through the alveolar membrane, the 
carbon dioxide tension is virtually the same in the alveolar air 
and the capillary blood in the lungs. In the Epidemic Hospital 
in Malm6 the ventilation in respiratory paralysis was checked 
by determination of the carbon dioxide content of the alveolar 
air by means of an analyzer (the Liston-Becker gas analyzer) 
that allows registration of the carbon dioxide content through- 








to 





4 





Vol. 156, No. 3 


out the respiratory cycle. If in spite of normal elimination of 
carbon dioxide signs of oxygen deficiency appear, as in atelecta- 
sis, part of the air is replaced by oxygen, without change in the 
total amount of gas insufflated. If the patient’s condition is 
aggravated, analysis of the alveolar air shows whether the de- 
terioration depends on insufficient ventilation with carbon di- 
oxide accumulation or on other factors. When the patient begins 
to breathe without a respirator, determination of the carbon 
dioxide content measures the effectivity of spontaneous respira- 
tion and indicates whether the patient can get along without a 
respirator. Enough trained personnel and access to efficient 
respirators for pressure respiration are needed for the treatment 
of respiratory paralysis. Seven poliomyelitis patients with respira- 
tory paralysis treated in the fall of 1953 were followed by car- 
bon dioxide analyses. Of the six treated with pressure respira- 
tion after tracheotomy two died; the others had decannulation 
and had good respiratory function. 


Dehydration and Acute Delirium. J. Delay, P. Deniker and J. 
Fourment. Presse méd. 62:827-828 (May 29) 1954 (In French) 
Paris, France]. 

Acute psychoses are often accompanied by isolated cellular 
dehydration, in which case there is acute delirium, or by a state 
of generalized dehydration that gives rise to a syndrome called 
acute psychotic hyperazotemic encephalitis.” Certain symptoms 

confusion, fever, sitophobia, and hyperazotemia—can be in- 
duced or aggravated by dehydration. The primary phenomenon 
appears to be a disorder in water metabolism. The authors urge 
that massive rehydration be added to the habitual treatment of 
acute psychosis, 


GYNECOLOGY & OBSTETRICS 


Incidence and Question of Hormonal Etiology of Cancer of the 
Breast: Statistical Study. H.-J. Maurer. Arztl. Wchnschr. 9:462- 
465 (May 14) 1954 (In German) [Berlin, Germany]. 


Maurer points out that opinions about the causative role of 
estrogens in cancer of the breast have been contradictory. 
Whereas some, largely on the basis of animal experiments car- 
ried out by Murray, Lacassagne, Nelson, Lipschitz and others, 
assumed that estrogens had carcinogenic effects on the breast, 
studies by Kaufmann and associates as well as by Butenandt 
indicated that estrogens exert only a “conditional” carcinogenic 
effect, that is, they alone are not sufficient but other factors such 
as heredity and the milk factor must be added. Maurer, on the 
basis of statistical evaluations, came to the conclusion that too 
much reliance has been placed on animal experiment and too 
little attention has been given to the statistical evaluation of 
clinical material. He feels that the female organism has an ade- 
quate counter-regulation for excessive estrogen formation during 
menstruation and pregnancy. Statistical studies convinced him 
that the incidence of breast cancer increases progressively to the 
ninth decade; it is more frequent at the higher ages. If it takes 
about 10 years for a cancer of the breast to develop, anaplasia 
begins in the majority of breast carcinomas after the menopause. 
Upward movement of the peak of incidence toward higher age 
groups has been demonstrated in recent times not only on the 
basis of clinical material but also of the mortality within large 
population groups. The rate of breast cancer in women without 
children or with only one or two children is noticeably above 
that in women who have more than two children. The concur- 
rence of cancer of the breast with pregnancy or lactation is 
extremely rare (0.68%). The supposed greater seriousness of 
the prognosis of breast cancer in pregnant women could not be 
statistically verified. Pregnancies that begin more than three 
years after completion of treatment for a breast cancer exert no 
influence on the further course of the breast cancer. 


Some Observations in the Field of Exfoliative Cytology. E. von 
Haam. Am. J. Clin. Path. 24:652-662 (June) 1954 [Baltimore]. 


The observations reported by von Haam were made on over 
12,000 vaginal smears examined between 1946 and 1953. The 
increasing accuracy of diagnosis is demonstrated in a table which 
compares the percentages of errors as well as of correct diag- 
noses for four successive two year periods. Correct diagnoses 
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increased from 77% in the years 1946 to 1947 to 89.4% in 1952 
to 1953; false negative results decreased from 9.5 to 2.7%. 
With regard to the recognition of cytological patterns in which 
malignant cells are frequently found the author says that malig- 
nant cells usually appear in smears that carry certain charac- 
teristics recognizable under low magnification. The most 
important ones are acidophilic basal cells and _ basophilic 
squamous cells with large nuclei. On the basis of animal experi- 
ments and some clinical evidence, the author believes that 
atypical nonmalignant cells can be distinguished from atypical 
malignant cells. Nuclear hyperchromatism and the presence of 
a macronucleolus are the most reliable signs for malignancy. 
Comparison between the cytological response and the clinical 
results in patients with carcinoma of the cervix treated by various 
types of irradiation showed that a fair correlation existed only 
in the group treated by interstitial irradiation. The follow-up of 
three patients with untreated carcinoma in situ of the cervix 
over a period of two to six years revealed a periodic reappear- 
ance of atypical and malignant-looking cells in the vaginal 
smears. This observation suggests that this lesion can either be 
reversible or remain in an arrested stage for some time. 


Psychoprophylaxis of Pain in Childbirth. J. Ravina, P. Devraigne, 
S. Tsouladzé and J. Coenca. Semaine hop. Paris 30:2202-2210 
(May 30) 1954 (In French) |Paris, France 


Psychoprophylaxis of pain in childbirth rests on the systematic 
utilization and management of the processes of cortical inhibition 
and excitation. The desired cortical inhibition and excitation are 
established and reinforced by preparatory instruction consisting 
of six weekly lessons beginning in the seventh month of preg- 
nancy and a series of exercises to be practiced by the patient at 
home. The success of the preparation depends largely on the 
confidence established between the patient and the physician at 
the first lesson. The Soviet obstetricians who have been active in 
this field insist on the genuine physiological importance of the 
material surroundings in which the instruction is given; they 
believe that the conditions should contribute to “maximal limi- 
tation of external excitants” and should act on the cortex of 
the pupils, and for this purpose they advocate “special rooms, 
comfortable furniture, observance of discipline, cessation of 
conversation, restriction of movements, and an atmosphere of 
calm.” The fact that women who have received psychoprophy- 
lactic preparation of this kind for childbirth are free from anxiety 
and fear and are relaxed, docile, and happy in itself justifies the 
use of this method, but it must be remembered that it can be 
fully effective only if obstetric hindrances to parturition are 
adequately dealt with and if the patient has the assurance that 
analgesia and appropriate obstetric treatment will be applied 
promptly in case they become necessary. The nervous con- 
stitution of the parturient also has much to do with the effective- 
ness of psychoprophylaxis, because, though all human beings are 
susceptible to the suggestive power of words, not all can respond 
to it with the same energy or the same result. The best results 
are obtained among women of a strong type, and these are the 
very ones in whom childbirth, even without preparation, is often 
painless. The authors were hampered in their use of this method 
by certain material disadvantages; nevertheless, they obtained 
positive results in 22 out of a total of 30 women. Suppression 
of pain was complete in 10 of the 22, and substantial in the 
other 12. 





PEDIATRICS 


Corticotropin in Lipoid Nephrosis. C. Hooft and R. Clara. 
Nederl. tijdschr. geneesk. 98:1213-1227 (May 1) 1954 (In Dutch) 
|Amsterdam, Netherlands]. 


Five children with lipoid nephrosis were treated with cortico- 
tropin. The classical dosage of 50 to 100 mg. per day for from 
five to eight days was employed in four of these. Diuresis in- 
creased considerably in all of the children and three patients 
clinically showed improvement over a considerable period. Two 
children were treated with small doses (10 mg. per day) for 
from one to two months. These small doses, although producing 
no increase in diuresis, improved the general condition. Under 
the influence of the classical dosage proteinuria decreased greatly 
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Pheochromocytoma: Clinical Aspects and Surgical Results. 
W. F. Kvale, J. T. Priestley and G. M. Roth. A. M. A. Arch. 
Surg. 68:769-778 (June) 1954 [Chicago]. 


Of 25 patients with pheochromocytoma causing hypertension, 
the tumors were considered to be functioning paroxysmally in 
14, because intermittent attacks of hypertension dominated the 
clinical picture and the blood pressure was normal or only 
slightly elevated in the interval between the attacks. The tumors 
of the remaining 11 patients were considered to be functioning 
continuously because the hypertension and symptoms were per- 
sistent. Multiple tumors were commoner in patients with sus- 
tained hypertension than in those with paroxysmal hypertension. 
A total of 18 tumors were removed from 9 of the 11 patients 
with sustained hypertension, and 16 tumors were removed from 
the 14 patients with paroxysmal hypertension. The tumors of 
two of the patients with sustained hypertension were not re- 
moved. Of the 34 tumors that were removed, 23 arose from the 
right adrenal gland, 9 from the left adrenal gland, and one 
was extra-adrenal in origin. All 14 patients with paroxysmal 
hypertension were relieved of their paroxysmal attacks after 
operation, and none of those followed adequately had a recur- 
rence of attacks. Of the 11 patients with sustained hypertension, 
4 had malignant pheochromocytoma with local invasion or dis- 
tant metastases or both; 3 patients died, but one is still living. 
Of the remaining seven patients, three had sustained hyper- 
tension group 4; of the three, one died as a result of metastases, 
the hypertension of another reverted to group 1 six years after 
the operation, and the third patient had nearly normal blood 
pressure and normal vision. Of the four patients with hyper- 
tension group 3, one had hypertension group 2 on follow-up, 
one had an essentially normal fundus three years after the 
operation, one had normal blood pressure one year after the 
operation but no funduscopic examination was performed, and 
one stated that his blood pressure is normal. Results after re- 
moval of a pheochromocytoma that caused intermittent hyper- 
tension were uniformly good. Likewise, results after removal of 
a benign tumor that caused sustained hypertension were good. 
If the tumor is malignant, recurrence and metastasis may be 
responsible for death of the patient; results with regard to hyper- 
tension, however, are good. Diagnosis of paroxysmal or of sus- 
tained hypertension caused by pheochromocytoma may be diffi- 
cult to establish. The authors observed that histamine is the 
most reliable drug for use in diagnosing pheochromocytoma that 
causes paroxysmal hypertension, and phentolamine (Regitine) 
hydrochloride and piperoxan hydrochloride are the most valu- 
able drugs for use in diagnosing pheochromocytoma that causes 
sustained hypertension. Careful and repeated observations of the 
blood pressure in the course of surgical intervention for pheo- 
chromocytoma are essential, and appropriate depressor and 
pressor drugs should be available for prompt administration dur- 
ing operation. Hypotension commonly follows removal of a 
pheochromocytoma and requires treatment with pressor agents. 


NEUROLOGY & PSYCHIATRY 


Chromosomal Sex in Transvestites. M.L. Barr and G. E. Hobbs. 
Lancet 1:1109-1110 (May 29) 1954 [London, England]. 


It has been demonstrated that the nuclei of females contain 
a special mass of chromatin, the sex chromatin, which is rarely 
seen in nuclei of males. For reasons that are not entirely clear, 
although the small size of the Y chromosome may be partly 
responsible, the XY sex-chromosome complex of male nuclei 
does not produce a mass of sex chromatin of comparable size. 
Moore and associates in 1953 showed that human epidermal 
nuclei are quite suitable for this investigation. Most students of 
sexual deviation feel that transvestites differ from homosexuals 
and from the fetishists in that the desire to appear in clothes, 
which are contrary to the somatic sexual development, is the 
primary manifestation of the transvestite, whereas in homo- 
sexuals and fetishists other factors are primary. The male 
transvestite feels that he is a woman who has, through some 
fundamental error in development, acquired the anatomical 
features of a man. Skin biopsy specimens were studied in five 
cases of male transvestism. In each case the epidermal nuclei had 
a typical male morphology, whence it is inferred that these five 
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patients bear the male XY sex-chromosome complex. Though 
it is now reasonably certain that male transvestites have XY sex 
chromosomes, this by no means rules out the possibility tha; 
the abnormality may have a genetical basis, since the ability to 
detect alterations at the gene level lies far beyond our relative, 
crude method of studying intermitotic nuclei. 


Is Completely Horizontal Position Necessary After Lumbar 
Puncture? A. Berjaal and T. B. Kraft. Nederl. Tijdschr. genees| 
98:1493-1494 (May 29) 1954 (In Dutch) [Amsterdam, Nether- 
lands]. 


Most hospitals enforce a strictly horizontal dorsal posture fo; 
at least 24 hours after spinal (lumbar) puncture. This is done 
in the belief that it will avoid complaints. Many patients, hoy 
ever, do not like this prolonged horizontal position, and the rulc 
stresses the widely accepted belief that lumbar puncture is 
serious intervention. In order to be able to judge the advisabilii 
of this measure, Verjaal and Kraft kept alternate patients of 
consecutive group of 200 patients who were undergoing lumba 
puncture lying flat on their back for 24 hours after punctur: 
The other patients were permitted to move freely in their bed 
and use a pillow. The two groups of 100 each were otherwise 
comparable. The number of patients with complaints afte: 
puncture was the same in each group. As a result of this i: 
vestigation, the authors were not convinced of the efficacy ot 
making patients lie down flat for 24 hours after puncture. 


The Place and Scope of Procaine Injection in the Prefrontal 
Brain. R. Soupault. Presse méd. 62:828-829 (May 29) 1954 (In 
French) [Paris, France]. 


Prefrontal block by procaine injection has proved as effective 
as lobotomy in relieving intractable pain in incurable cance: 
patients, and, in contrast to lobotomy, the procedure does not 
have serious harmful consequences, particularly mental deteri- 
oration. Since the infiltration with procaine can be strictly local 
ized, it is far superior to “blind” section. Some recent fashionable 
theories (American psychosomatic doctrine, Soviet “nervism’ 
based on Pavlov’s work, the corticovisceral theory, etc.) suggest 
that the evolution of a large number of morbid processes is 
dominated by the internal organs and the cerebral cortex func 
tioning as a unit, the “visceral brain.” The paths of these actions 
are fairly well known and can be accurately reached by pro- 
caine infiltration. Thus it is possible for the procaine block to 
intervene in some of these visceral pathological processes, par- 
ticularly in those in which vasomotility plays a part. The inter- 
est of these new concepts is enhanced by the results of prelimi- 
nary trials of the method in a few well-selected cases. The 
authors list some of their results recently reported elsewhere 
immediate arrest of intestinal hemorrhages caused by sigmoiditis, 
amelioration of local signs of chronic progressive arthritis, and 
sedation of pain (follow-up one and a half years); suppression 
for eight months of intestinal hemorrhages in a case of severe 
progressive hemorrhagic rectccolitis; immediate clinical and 
verified radiological cure of a giant ulcer of the small gastric 
curvature accompanied by violent pain and severe hemorrhage 
(follow-up 10 months); and immediate arrest of severe hemor- 
rhages in a patient with a duodenal ulcer. 


Carbon Dioxide Content of Alveolar Air in Poliomyelitis with 
Respiratory Paralysis. G. Miorner. Nord. med. 51:675-679 
(May 13) 1954 (In Swedish) [Stockholm, Sweden]. 


The aim in the treatment of poliomyelitis with respiratory 
paralysis is to provide ventilation of such amount and compo- 
sition that the oxygen and carbon dioxide tension in the arterial! 
blood is kept within normal limits. As the usual clinical obser- 
vation gives only incomplete information as to the state of 
ventilation, for rational care of respirator patients an objective 
registration of the blood gases is required. Because of the rapid 
diffusion of carbon dioxide through the alveolar membrane, the 
carbon dioxide tension is virtually the same in the alveolar air 
and the capillary blood in the lungs. In the Epidemic Hospital 
in Malm6 the ventilation in respiratory paralysis was checked 
by determination of the carbon dioxide content of the alveolar 
air by means of an analyzer (the Liston-Becker gas analyzer) 
that allows registration of the carbon dioxide content through- 














ar 





Vol. 156, No. 3 


out the respiratory cycle. If in spite of normal elimination of 
carbon dioxide signs of oxygen deficiency appear, as in atelecta- 
sis, part of the air is replaced by oxygen, without change in the 
total amount of gas insufflated. If the patient’s condition is 
aggravated, analysis of the alveolar air shows whether the de- 
terioration depends on insufficient ventilation with carbon di- 
oxide accumulation or on other factors. When the patient begins 
to breathe without a respirator, determination of the carbon 
dioxide content measures the effectivity of spontaneous respira- 
tion and indicates whether the patient can get along without a 
respirator. Enough trained personnel and access to efficient 
respirators for pressure respiration are needed for the treatment 
of respiratory paralysis. Seven poliomyelitis patients with respira- 
tory paralysis treated in the fall of 1953 were followed by car- 
bon dioxide analyses. Of the six treated with pressure respira- 
tion after tracheotomy two died; the others had decannulation 
and had good respiratory function. 


Dehydration and Acute Delirium. J. Delay, P. Deniker and J. 
Fourment. Presse méd. 62:827-828 (May 29) 1954 (In French) 
Paris, France]. 

Acute psychoses are often accompanied by isolated cellular 
dehydration, in which case there is acute delirium, or by a state 
of generalized dehydration that gives rise to a syndrome called 
acute psychotic hyperazotemic encephalitis.” Certain symptoms 

confusion, fever, sitophobia, and hyperazotemia—can be in- 
duced or aggravated by dehydration. The primary phenomenon 
appears to be a disorder in water metabolism. The authors urge 
that massive rehydration be added to the habitual treatment of 
acute psychosis. 


GYNECOLOGY & OBSTETRICS 


Incidence and Question of Hormonal Etiology of Cancer of the 
Breast: Statistical Study. H.-J. Maurer. Arztl. Wchnschr. 9:462- 
465 (May 14) 1954 (In German) [Berlin, Germany]. 


Maurer points out that opinions about the causative role of 
estrogens in cancer of the breast have been contradictory. 
Whereas some, largely on the basis of animal experiments car- 
ried out by Murray, Lacassagne, Nelson, Lipschitz and others, 
assumed that estrogens had carcinogenic effects on the breast, 
studies by Kaufmann and associates as well as by Butenandt 
indicated that estrogens exert only a “conditional” carcinogenic 
effect, that is, they alone are not sufficient but other factors such 
as heredity and the milk factor must be added. Maurer, on the 
basis of statistical evaluations, came to the conclusion that too 
much reliance has been placed on animal experiment and too 
little attention has been given to the statistical evaluation of 
clinical material. He feels that the female organism has an ade- 
quate counter-regulation for excessive estrogen formation during 
menstruation and pregnancy. Statistical studies convinced him 
that the incidence of breast cancer increases progressively to the 
ninth decade; it is more frequent at the higher ages. If it takes 
about 10 years for a cancer of the breast to develop, anaplasia 
begins in the majority of breast carcinomas after the menopause. 
Upward movement of the peak of incidence toward higher age 
groups has been demonstrated in recent times not only on the 
basis of clinical material but also of the mortality within large 
population groups. The rate of breast cancer in women without 
children or with only one or two children is noticeably above 
that in women who have more than two children. The concur- 
rence of cancer of the breast with pregnancy or lactation is 
extremely rare (0.68%). The supposed greater seriousness of 
the prognosis of breast cancer in pregnant women could not be 
statistically verified. Pregnancies that begin more than three 
years after completion of treatment for a breast cancer exert no 
influence on the further course of the breast cancer. 


Some Observations in the Field of Exfoliative Cytology. E. von 
Haam. Am. J. Clin. Path. 24:652-662 (June) 1954 {Baltimore}. 


The observations reported by von Haam were made on over 
12,000 vaginal smears examined between 1946 and 1953. The 
increasing accuracy of diagnosis is demonstrated in a table which 
compares the percentages of errors as well as of correct diag- 
noses for four successive two year periods. Correct diagnoses 
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increased from 77% in the years 1946 to 1947 to 89.4% in 1952 
to 1953; false negative results decreased from 9.5 to 2.7%. 
With regard to the recognition of cytological patterns in which 
malignant cells are frequently found the author says that malig- 
nant cells usually appear in smears that carry certain charac- 
teristics recognizable under low magnification. The most 
important ones are acidophilic basal cells and basophilic 
squamous cells with large nuclei. On the basis of animal experi- 
ments and some clinical evidence, the author believes that 
atypical nonmalignant cells can be distinguished from atypical 
malignant cells. Nuclear hyperchromatism and the presence of 
a macronucleolus are the most reliable signs for malignancy. 
Comparison between the cytological response and the clinical 
results in patients with carcinoma of the cervix treated by various 
types of irradiation showed that a fair correlation existed only 
in the group treated by interstitial irradiation. The follow-up of 
three patients with untreated carcinoma in situ of the cervix 
over a period of two to six years revealed a periodic reappear- 
ance of atypical and malignant-looking cells in the vaginal 
smears. This observation suggests that this lesion can either be 
reversible or remain in an arrested stage for some time. 


Psychoprophylaxis of Pain in Childbirth. J. Ravina, P. Devraigne, 
S. Tsouladzé and J. Coenca. Semaine hdp. Paris 30:2202-2210 
(May 30) 1954 (In French) |Paris, France}. 


Psychoprophylaxis of pain in childbirth rests on the systematic 
utilization and management of the processes of cortical inhibition 
and excitation. The desired cortical inhibition and excitation are 
established and reinforced by preparatory instruction consisting 
of six weekly lessons beginning in the seventh month of preg- 
nancy and a series of exercises to be practiced by the patient at 
home. The success of the preparation depends largely on the 
confidence established between the patient and the physician at 
the first lesson. The Soviet obstetricians who have been active in 
this field insist on the genuine physiological importance of the 
material surroundings in which the instruction is given; they 
believe that the conditions should contribute to “maximal limi- 
tation of external excitants” and should act on the cortex of 
the pupils, and for this purpose they advocate “special rooms, 
comfortable furniture, observance of discipline, cessation of 
conversation, restriction of movements, and an atmosphere of 
calm.” The fact that women who have received psychoprophy- 
lactic preparation of this kind for childbirth are free from anxiety 
and fear and are relaxed, docile, and happy in itself justifies the 
use of this method, but it must be remembered that it can be 
fully effective only if obstetric hindrances to parturition are 
adequately dealt with and if the patient has the assurance that 
analgesia and appropriate obstetric treatment will be applied 
promptly in case they become necessary. The nervous con- 
stitution of the parturient also has much to do with the effective- 
ness of psychoprophylaxis, because, though all human beings are 
susceptible to the suggestive power of words, not all can respond 
to it with the same energy or the same result. The best results 
are obtained among women of a strong type, and these are the 
very ones in whom childbirth, even without preparation, is often 
painless. The authors were hampered in their use of this method 
by certain material disadvantages; nevertheless, they obtained 
positive results in 22 out of a total of 30 women. Suppression 
of pain was complete in 10 of the 22, and substantial in the 
other 12. 


PEDIATRICS 


Corticotropin in Lipoid Nephrosis. C. Hooft and R. Clara. 
Neder!. tijdschr. geneesk. 98:1213-1227 (May 1) 1954 (In Dutch) 
[Amsterdam, Netherlands]. 


Five children with lipoid nephrosis were treated with cortico- 
tropin. The classical dosage of 50 to 100 mg. per day for from 
five to eight days was employed in four of these. Diuresis in- 
creased considerably in all of the children and three patients 
clinically showed improvement over a considerable period. Two 
children were treated with small doses (10 mg. per day) for 
from one to two months. These small doses, although producing 
no increase in diuresis, improved the general condition. Under 
the influence of the classical dosage proteinuria decreased greatly 
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in one patient and slightly in three others. The cholesterol con- 
tent of the serum decreased considerably in four children re- 
ceiving the short course of corticotropin therapy. Temporary 
improvement in the serum protein spectrum was observed in one 
of the patients, and in another patient deterioration of the serum 
proteins took place during treatment with cortisone. The other 
children showed no change in the serum proteins during cortico- 
tropin therapy. Thus corticotropin therapy does not normalize 
total protein and the protein fractions to the same extent as is 
observed during intercurrent infectious diseases, particularly 
measles. However, in young patients, with good renal function 
the stimulation of the protein metabolism may lead to recovery. 
In patients with lipoid nephrosis who do not as yet have signs of 
increasing renal insufficiency, corticotropin may prove a valuable 
aid for several reasons. The permeability of the glomeruli for 
water increases greatly; the improvement in the general condition 
improves the appetite. Corticotropin may be lifesaving in patients 
with severe edema. Of the 27 patients with lipoid nephrosis 
treated by the authors since 1949 7 died and 16 recovered; the 
other four still show signs of active lipoid nephrosis. Renal 
insufficiency was the cause of death in only three of the seven 
who died. The other four died of hydrothorax, pericardial 
effusion, cachexia, or generalized edema. The authors feel that 
these last four might have been kept alive with corticotropin. 


Case Report of Boric Acid Poisoning from Topical Application. 
W. T. Maxson. J. Kentucky M. A. 52:423-424 (June) 1954 
|Bowling Green, Ky.|. 

A 17-day-old infant was brought to the hospital because of 
a rash and vomiting. As the baby was deep crimson from feet 
to scalp, the mother was asked if she had used any boric acid 
on the baby. She gave the following history: four days before 
admission the baby began to have loose stools, and his buttocks 
became chafed. For two days she powdered his perineal region 
with boric acid powder, and on the third day she substituted 
boric acid solution for the powder. On the day of admission she 
noticed that the skin over his entire body was quite red, and a 
large blister appeared on his neck. He had fever and vomited 
several times. There was considerable excoriation in the perineal 
region with a raw, weeping surface. The baby was moderately 
dehydrated and was given fluids, parenterally, and penicillin as 
a prophylaxis for secondary infection. He continued to vomit 
and retained nothing given orally. In the course of some 12 
hours the brilliant crimson of his skin began to fade, and many 
large bullae formed. The slightest pressure on the skin caused 
the epidermis to slough off. His course was steadily downward, 
and, when he died on the third hospital day, about half of his 
epidermis had sloughed off. At necropsy boric acid was demon- 
strated in the liver tissue. Boric acid poisoning can occur from 
ingestion, from irrigation of body cavities, and from intravenous 
infusions. There have been numerous reports of fatal poisoning 
from application of boric acid powder, ointment, or solution to 
the skin. Although the drug is not absorbed from the intact 
skin, it is readily absorbed from any area of broken or eroded 
skin. The commonest symptoms of poisoning in infants are 
vomiting, diarrhea, convulsions, coma, and an erythematous 
rash. This erythema may be so intense as to make the infant 
have the appearance of a “boiled lobster.” It is suggested that 
a warning label be put on all preparations that contain boric 
acid, such as dusting powder and ointments. 


High Oxygen and Hyaline-Like Membranes. P. D. Bruns and 
L. V. Shields. Am. J. Obst. & Gynec. 67:1224-1236 (June) 1954 
|St. Louis]. 

Hyaline membranes were produced in 75% of guinea pigs by 
exposure to 98% oxygen at sea level pressure from 40 to 100 
hours. Experimental animals with oxygen-produced hyaline 
membranes that survived showed no evidence of residual lung 
damage five weeks after exposure. Specific and nonspecific stain- 
ing reactions were similar in naturally occurring and experimen- 
tally produced hyaline membranes; this suggests a_ similar 
composition for all pulmonary hyaline membranes without im- 
plying the same etiology of all types. From histological com- 
parison, pulmonary hyaline membranes in experimental animals 
and those in the newborn seem to be the result of injury to the 
alveolar duct and terminal bronchiolar structures. Atelectasis 
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and intracranial hemorrhage are frequently associated with 
hyaline membrane disease in infants but were not found in 
animals killed by exposure to high oxygen concentration: 
Aerosols of Alevaire (a nontoxic proprietary detergent) and 
alcohol behaved in a relatively nontoxic fashion and were ac- 
companied by little hyaline membrane formation in experi 
mental animals. Animals given large doses of steroid hormone 
died rapidly in high oxygen with a fulminating type of pulmonary 
vascular injury; the possible significance of this finding is dis- 
cussed. Although high concentrations of oxygen (over 70% a 
sea level pressure) given continuously and for prolonged periods 
to animals or human beings are injurious to pulmonary epi- 
thelium, certainly they are not the sole cause of hyaline mem- 
brane disease in the premature infant. However, high oxygen 
(over 70%) can be an aggravating factor that may enhance 
pulmonary damage to the premature infant. 


DERMATOLOGY 


The Care of the Common Mole. D. Chapman and C. T. Klopp. 
M. Ann. District of Columbia 23:308-312 (June) 1954 |Wash- 
ington, D. C.]. 


Chapman and Klopp reviewed case records and found that 
neither the average physician nor the specialist always recog- 
nizes the beginning of a melanoma. The average physician may 
not be able to distinguish between a malignant melanoma and 
a benign nevus by physical examination. A specialist may not 
recognize a melanoma even if it is large. The authors conside: 
as a mole, a pigmented skin lesion that is not obviously a freckle, 
a hemangioma, an angioma, a patch of vitiligo, or a seborrheic 
keratosis and therefore cannot be accurately diagnosed by 
clinical examination alone. They regard the following as indi- 
cations for surgical excision: 1. Any mole that bleeds or dis- 
charges should be excised. 2. Any mole that is sufficiently 
frequently irritated to come to the attention of the patient should 
be excised. 3. Any mole that the patient feels has been enlarging 
should be excised, including moles that appear de novo in an 
adult. Most moles change size so slowly that such change is not 
apparent to the person or his close associates but may be noted 
only by someone who has not seen him for a long time. On the 
other hand, many melanomas have been removed because the 
patient noted a change in size before excision. There are specific 
exceptions to this. During pregnancy many or perhaps most 
moles enlarge somewhat and become more deeply pigmented. 
Hence, if a patient is pregnant, excision surgery must include 
only those moles that the physician thinks are enlarging more 
than is anticipated as a result of the pregnancy. 4. Any mole 
that the patient thinks is becoming more deep!y pigmented 
should be excised. 5. A black or blue mole should be excised. 
Since most nevi are brown, excision of all black or blue lesions 
is not a formidable task. 6. A mole on the palms of the hands, 
soles of the feet, genitalia, the oral mucous membrane, or under 
the nails should be excised, because benign lesions in these areas 
are relatively infrequent. The authors emphasize that pigmented 
skin lesions should be surgically excised and not destroyed, since 
only thus can an accurate diagnosis be made. They feel that 
skin incisions should be placed about 0.5 cm. from the borders 
of the lesion, and those proved to be malignant can then be 
reexcised very widely with or without a concomitant regional 
lymph node dissection. 


Contribution to Etiology of Acne Vulgaris. J. Meyer-Rohn. 
Arch. Dermat. u. Syph. 197:542-556 (No. 6) 1954 (In German) 
|Berlin, Germany]. 


The contents of pustules from 120 patients with acne vulgaris 
were examined microscopically and on culture. Cultures were 
made from squeeze-preparations of persons with normal skin and 
with cutaneous diseases. Comedones were examined micro- 
scopically and on culture. Extracts were prepared from positive 
cultures of Corynebacteria, and intracutaneous injections of 
these extracts were given to a large number of probands. An 
antigen was prepared and an attempt was made to elucidate 
the serologic conditions. The types of the bacteria were deter- 
mined, and the conditions of their sensitivity to various anti- 
biotics were analyzed. Gram-positive rods that could be defi- 
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nitely identified as Corynebacterium acnes were found almost 
regularly in acne efflorescences and comedones. Despite these 
findings, the author first assumed that acne vulgaris is primary 
and that colonies of C. acnes occur only secondarily in pustules 
and comedones. This concept was based on the following facts. 
|. Determinations of resistance showed satisfactory to very satis- 
factory sensitivity of C. acnes to penicillin, streptomycin, chlor- 
tetracycline (Aureomycin), chloramphenicol (Chloromycetin), 
pikromycin, oxytetracycline (Terramycin). In contrast to that, 
antibiotic therapy failed except for protracted administration of 
oxytetracycline. This might be explained by the fact that the 
antibiotics cannot reach the acne foci since the Corynebacteria 
have settled down within the sebaceous gland. 2. C. acnes grows 
preferably in fatty acids; optimal mediums of this type are 
present in the acne pustules, comedones, and even in atheromas. 
3. The almost regularly positive finding of C. acnes in comedones 
is somewhat in disfavor of a causative part played by these 
micro-organisms; not nearly every carrier of comedones turns 
into a patient with acne. In contrast to these findings, the sero- 
logic results were notable in that the serums of patients with 
acne showed a strongly positive complement fixation reaction 
to the extracts prepared from pure cultures of C. acnes, while 
the serums of persons with normal skin showed a negative 
reaction to the same extracts. Further serologic examinations 
and animal experiments are required to elucidate the question- 
able causative nature of C. acnes in acne. 


Occurrence and Control of Ringworm of the Scalp in the United 
States. W. A. Casper and J. Malone. New York J. Med. 54:1645- 
1651 (June 1) 1954 |New York]. 


According to Casper and Malone, ringworm of the scalp due 
to Microsporum audouini is not so prevalent now as it was 
during the epidemic of the middle and late 1940's. A survey of 
its incidence is presented with data concerning present methods 
of control throughout the United States, Recommendations are 
made for more uniform and practical methods of control. The 
authors point out that excluding children from school has a 
harmful effect on them and their education. It also throws un- 
necessary financial and administrative burdens on the school 
authorities without achieving control. Children who are ex- 
cluded from school may not continue to receive adequate treat- 
ment but will still play with other children both within and 
without their own family groups. If infected children are permit- 
ted to attend school, treatment can be supervised and main- 
tained. Also the education of the children and of their parents 
in the cause and treatment of the disease can be instituted. The 
suggestions for control measures include: necessity of reporting 
all cases; inspection by means of Wood’s light of exposed chil- 
dren; obligatory treatment of infected children; consideration 
of the carrier problem. There is no specific treatment for ring- 
worm of the scalp due to M. audouini. The authors review 
their own experience in the treatment of a severe outbreak of 
ringworm among the children at the pediatric division of Sea- 
view Hospital, Staten Island. The total number of patients was 
40, all boys. The causative organism was M. audouini. Through- 
out the duration of treatment all children were kept in a special 
tinea capitis ward. The hair was clipped weekly, and heads were 
washed daily. White linen caps were worn continuously day 
and night. The drugs used were Decupryl liquid, Furaspor 
cream, and Asterol tincture. Decupryl liquid is a solution of 
copper undecylenate, undecylenic acid with a wetting agent, 
aerosol, in a solvent liquid base containing isopropyl alcohol 
and tetrachloroethylene. Furaspor is a cream base containing 
1% of nitrofurfuryl methyl ether. Asterol Tincture is a 5% 
solution of the hydrochloride of 2-dimethylamino-6-(beta-diethyl- 
amino ethoxy)-benzothiazole in 70% isopropyl alcohol. Treat- 
ment was started with Decupryl in 19 and with Furaspor in 18 
children. Wood’s light readings were taken weekly in the morn- 
ing after scalp cleansing prior to the morning application of the 
drug. Asterol was used in 12 patients including some of those 
not showing response to Furaspor. The liquid preparations seem 
to be more effective than the one with cream base, Decupryl 
more than Asterol. There were no side-effects from Asterol. 
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Analgesic Effects of Cortisone and Hydrocortisone. F. B. Ben- 
jamin and T. Cornbleet. A. M. A. Arch. Dermat. & Syph 
69:688-693 (June) 1954 [Chicago]. 


In a previous investigation on the local effect of intracutane- 
ously injected cortisone Benjamin and Cornbleet found that 
cortisone exhibited some local anesthetic action. Goldman, 
Emura, and Baskett believe that the anti-inflammatory effects 
of cortisone may be due to hydrocortisone as a peripheral corti 
sone metabolite. In the studies reviewed here the local effects 
of cortisone and hydrocortisone were compared with those ot 
their suspension medium, of antihistaminics, and of procaine 
(Novocain) hydrochloride as to their (1) immediate analgesic 
properties, (2) later analgesic properties, and (3) the immediate 
inhibition of skin flare. The immediate analgesic effect of the 
hormones was more pronounced than that of any other substance 
tested, and no significant differences in effect were found between 
the two hormones. Tested for their later analgesic properties, 
cortisone and hydrocortisone showed some analgesic properties, 
but they proved inferior to procaine hydrochloride and concen- 
trated chlorprophenpyridamine (Chlor-Trimeton). In the im- 
mediate inhibition of skin flare the antihistaminics show as much 
effect as the two hormones, while procaine hydrochloride has 
no immediate effect. These findings indicate that the mechanism 
of the analgesic action of the adrenocortical hormones studied 
is different from that of the antihistaminics and of the local 
anesthetics. The fact that the hormones exert their analgesic 
action quickly at a time when procaine hydrochloride has had 
as yet no time to act indicates that the hormones act at an early 
stage. The inhibition of immediate pain appears to be different 
in nature from the inhibition of later pain and the inhibition 
of skin flare. 


UROLOGY 


Essential Renal Hematuria. H. E. MacMahon and R. Latorraca 
J}. Urol. 71:667-676 (June) 1954 |Baltimore 


Unilateral nephrectomy was performed on two men aged 56 
and 24 years, respectively, and on a 56-year-old woman with 
so-called essential hematuria, i. e., severe, recurrent unilateral 
bleeding from the kidney in the absence of either an obvious 
source or a mechanism of hemorrhage. In all three patients, 
microscopic examination of the removed kidney revealed a single 
lesion manifesting itself as a direct channel of communication 
between the pericalyceal venous plexus, and the lumen of the 
calyx. Emphasis is placed on the important role of the venous 
plexus in severe bleeding from the kidney not only in cases of 
“essential hematuria” but also in the presence of other lesions 
observed within the kidney. A review of the literature suggested 
that a more careful search in the area comprising the minor 
calyces, in the region of the fornices and adjacent areolar tissues 
may reveal the source of bleeding far more often than it is 
generally found. Particular emphasis also is placed on the so- 
called angiomatous and telangiectatic vascular lesions of the 
kidney. Concerning the problem of therapy the authors advocate 
assuming a more realistic attitude by considering the most prob- 
able type of lesion that may be found and giving more attention 
to the repair or removal of this lesion in an effort to save the 
entire organ. 


The Cryptorchid Problem. J. S. Grove. J. Urol. 71:735-741 
(June) 1954 |Baltimore|. 


Among the 168,058 patients admitted to the Michael Reese 
Hospital of Chicago between 1943 and 1951 there were 101 
(0.06%) with cryptorchism. The percentage of patients with 
ectopia of the testis would be much greater than 0.06% if the 
Statistics were only on male patients, and also did not include 
readmissions. Likewise the number of patients with cryptorchism 
would be much more than 101, if all patients with this con- 
dition had been included and not only those who entered the 
hospital for surgical treatment of ectopia. A study of malignant 
testicular tumors made at Michael Reese Hospital between 1921 
and 1951 revealed 55 cases of tumors in scrotal testes, and 2 
cases in ectopic testes (a ratio of 3.6%). One of these ectopic 
cases occurred in an abdominal testis, and the other in an 
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inguinal testis that recently had been brought down successfully 
into the scrotum. This incidence is certainly under the figure of 
10 to 15% of malignancy in undescended testes that was given 
in many reports. The author believes that the fear of malignancy 
in a cryptorchid testis is not a reason for surgical intervention, 
i. e., orchiectomy. Microscopic changes occurring in ectopic 
testes after the age of six years demonstrate a sharp decrease in 
germinal elements in contrast to normally placed testes. Because 
of this early atrophy, surgery should be performed before the 
age of six years. The use of hormone therapy in the cryptorchid 
patient is questionable because if one testis is in the scrotum it 
signifies that enough hormonal stimulation for descent is present. 
The reason for nondescent in the other then must be due to 
adhesions or a narrow inguinal canal or some constitutional 
defect of the testis. In older persons surgery may be performed 
for an associated symptomatic hernia or for cosmetic reasons. 
The possibility of future malignancy should not be a reason for 
surgical intervention. Undescended testes that cannot be brought 
down satisfactorily at the time of surgery should not be subjected 
to multiple operations. They should be let alone if they are in 
the groin, and, if they are in the abdomen, they should be re- 
moved. The rationale for orchiopexy must rest on the placement 
of the testis where it can be observed closely. Contacts with these 
patients should be kept for many years. This will give some sug- 
gestions as to the changes that occur in these organs, particularly 
with regard to the questions of atrophy and malignancy. In view 
of the long interval, up to 20 years, before malignant changes 
took place in testes successfully placed in the scrotum (two such 
cases are reported in detail), the author does not believe that 
the ectopia should be blamed for this tumor formation. These 
tumors should be simply classified as tumors of a scrotal testis. 


Cancer of Prostate. J. Picatoste y Picatoste. Cir. ginec. y Urol. 
7:47-58 (Jan.) 1954 (In Spanish) |Madrid, Spain]. 


Cancer of the prostate is highly metastasizing. Bone metastases 
are most frequent in the pelvic girdle and in the lumbar verte- 
brae. These metastases are very painful. Pain, either unilateral 
or bilateral, is located mainly in the lumboiliac and sacrococ- 
cygeal regions and may radiate to the gluteal region, the thigh, 
and the leg. Pain becomes unbearable as the metastases grow. 
The patients become invalids from fear of eliciting pain through 
postural changes or by walking. The urinary symptoms appear 
late. A presumptive diagnosis is suggested in the presence of 
bilateral sciatic pain. The roentgenograms of the bones confirm 
the diagnosis. The changes in the bones with cancer metastases 
of the prostate consist of rarefaction and condensation either in 
alternation or in juxtaposition, giving the bones an aspect similar 
to that observed in Paget’s disease. The changes in the bones 
and in the vertebrae vary with the stage of metastasis, from the 
simple aspect to deformation of the bones and appearance of 
ivory vertebrae, to complete skeletization of the bones and 
vertebrae. In rare cases a great number of vertebrae or all of 
them, as well as the pelvis and the head of the femur, are in- 
volved by metastases. The contours of the vertebrae and of the 
sacrum are almost invisible in the roentgenograms. The treat- 
ment consists in administration of estrogen compounds, which 
gave satisfactory results in 75% of the patients observed by the 
author. The general condition and appetite of the patients im- 
proved, metastatic pain greatly diminished or disappeared, and 
the metastases regressed. Regression of metastases was proved 
by roentgen examination or by palpation of palpable metastases 
in structures other than the bones. The good results observed 
by the author lasted between two and one-half and four and 
one-half years. One of the patients had two long periods of 
improvement: one for three years after administration of estro- 
gen compounds for one year and the second of more than one 
year. The patient is still in a state of improvement after ad- 
ministration of estrogen compounds for seven months. Cancer 
of the prostate rarely gives metastases to structures other than 
bones. The author reports five cases, one each of metastatic in- 
guinal adenopathy, metastases in the face over the region of the 
ascending branch of the lower maxilla, the palm of the hand, 
the bronchi, the lung, and the liver. The results of treatment 
with estrogen compounds in this series of patients were com- 
parable to those obtained in patients with bone metastases, 
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except in two patients who were observed for the first time in 
an advanced period of cancer of prostate, one with acute re- 
tention of the urine and one in a condition of advanced cachexia 


Carcinoma of the Prostate. K. E. Van Buskirk and J. C. Kim- 
brough. J. Urol. 71:742-747 (June) 1954 |Baltimore]. 


Of 841 men with disease of the prostate admitted to Walter 
Reed Army Hospital between 1940 and 1952, 705 were treated 
for benign prostatic hypertrophy and 136 with an average age 
of 65.8 years for carcinoma of the prostate. Radical perinea! 
prostatectomy, i. e., removal of the prostate and capsule and 
seminal vesicles, was done in 74 (54.5%) of the 136 patients 
This high percentage of radical procedures was attained because 
of the requirements of the annual physical examination of 
military personnel, which includes a digital rectal examination 
The tissue removed by excision was microscopically studied and 
if the results of the study indicated that the entire malignant area 
had been removed, no further treatment was given. Orchiectom, 
and estrogen therapy was instituted without delay in patients in 
whom the tissues beyond the capsule were involved. Postopera 
tive follow-up, x-rays, and acid phosphatase determinations were 
done at three month intervals during the first year, at six month 
intervals the second year, and annually thereafter. In 62 (45.5% ) 
of the 136 patients, palliative treatment consisting of estrogen 
therapy, orchiectomy, transurethral resection, suprapubic cystos- 
tomy, roentgen irradiation, prefrontal lobotomy, and adrenal- 
ectomy, was the only treatment possible because of metastases 
or evidence of local extension beyond the limits of surgical 
excision. Of 30 patients who received palliative treatment, 8 
(26%) survived for more than five years, 20 (67%) died, and 
2 were lost to observation. Of 22 patients subjected to radical 
perineal prostatectomy, 11 (50%) survived for more than five 
years, 7 died (31%) and 4 were lost to observation. The increased 
survival rate of patients subjected to radical perineal prostatec- 
tomy over those subjected to conservative procedure is evident 
Most of the 20 deaths in the group with palliative treatment 
resulted from carcinoma of the prostate. Of the seven deaths in 
the group with radical treatment, 4 resulted from carcinoma 
of the prostate, 2, 23, 26, and 30 months, respectively, after 
the operation. The remaining three patients died of other causes. 
All men over 40 years of age should have an annual digital 
rectal examination to detect early evidence of cancer of the 
prostate. Suspicious glands should be examined more frequently 
for evidence of change. 


OTOLARYNGOLOGY 


New Treatment of Chronic Secretory Otitis Media. B. W. Arm- 
strong. A. M. A. Arch. Otolaryng. 59:653-654 (June) 1954 
|Chicago]. 

Armstrong presents a new treatment for chronic secretory 
otitis media. A small piece of plastic tubing, measuring about 
1.5 mm. in diameter, is inserted into the middle ear through a 
conventional myringotomy incision. This provides continuous 
ventilation of the middle ear and allows the lining membrane 
to return to normal. It also permits drainage of fluid into the 
external auditory canal and prevents the incision from closing 
prematurely. The tube may be left in place as long as desired— 
two to three weeks has been long enough in most cases. The 
tubing is inert, and no evidence of irritation or unfavorable re- 
action has been observed. Five patients have been successfully 
treated by this method. A typical case is reviewed to illustrate 
the treatment. 


Rationale for Velar Closure as Primary Procedure in Repair 
of Cleft Palate Defects. W. B. Slaughter and S. Pruzansky. 
Plast. & Reconstruct. Surg. 13:341-357 (May) 1954 [Baltimore]. 


Slaughter and Pruzansky feel that closure of the congenital 
cleft of the palate is not solved by treating the structures as 
static masses. The tissues involved in the cleft proper, as well 
as the structures contiguous to the defect, must be considered 
in terms of time, and of growth, which implies more than an 
increase in size. The various structures increase in size at differ- 
ent rates, and in this way growth brings about alterations in 
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proportion as well. Surgery can either aid in directing the natural 
crowth processes into proper channels through establishment 
of muscle balance across the defect, or it can interfere with the 
normal developmental changes by hindering growth through 
interference with blood supply, introduction of scar or destruc- 
tion of growth centers. The authors present the rationale for 
closure of defects of the velum as a primary procedure, and its 
relationship to the closure of the entire cleft of the palate. The 
surgical principles utilized to effect a closure of the palate are 
exemplified in four case reports chosen from 200 such cases. 
When the criteria for closure have been fulfilled early in life, 
surgery may be attempted even before one year of age. In other 
instances, it has been found necessary to postpone surgical 
intervention until growth and development provided more de- 
sirable circumstances. The variety of cases presented served to 
emphasize the authors’ inability to prescribe a rigid formula for 
timing the surgical repair. Some surgeons achieve a percentage 
of success while following a fixed rule in terms of technique 
and timing. Yet others, following diametrically opposite schools 
of thought, have achieved a measure of success in their own 
way. To establish a middle ground that would allow for flex- 
ibility in choice of technique and less rigidity for timing of 
surgery, requires an understanding of the myodynamics of the 
defect and of the growth potential of the structures involved. 
[his presentation is an attempt to justify the approach of these 
authors to the problems attending surgical repair of cleft palate. 
[he results are documented by longitudinal growth studies 
utilizing cephalometric roentgenography and casts of the 
palate. 


THERAPEUTICS 


Vascular Effect of Isoniazid: Clinical Observations. L. Stura 
and M. Mannari. Minerva ginec. 6:207-212 (March 31) 1954 
(In Italian) [Turin, Italy]. 


Stura and Mannari studied 10 patients with tuberculosis of 
the genital organs in whom hemorrhagic signs of the petechial 
type appeared during isoniazid therapy. They performed various 
tests before the drug was administered and each time after a 
total dose of 1,000 mg. was given. (The daily dosage was 200 
mg.) With the exception of some mild cases of anemia, which 
was probably caused by the disease itself rather than the drug, 
the number, volume, and resistance of the red blood cells and 
the number of platelets remained unchanged. The prothrombin 
time was only slightly prolonged. The capillary fragility test 
revealed alterations in the small vessels. The main change was 
an increase in the permeability. of the capillaries. These altera- 
tions were seen after a total dose of from 2,000 to 4,000 mg. 
was given. The decreased capillary resistance may be the result 
of a direct or indirect action of the drug. The former would take 
place through an inhibition of the cellular oxidation processes 
and would be favored by the existing tuberculous toxemia. The 
indirect action may be explained in various ways. Products of 
the bacterial disintegration caused by the drug may enter the 
circulation. Substances that are the product of the altered hepatic 
metabolism induced by isoniazid and that have a toxic action 
on the capillaries may enter the circulation. There may be an 
isoniazid stimulation of neuroendocrine nature that would be 
followed by a neurovegetative dystonia that determines vaso- 
motor hyperemia-causing discharges in certain areas. The authors 
suggest that vitamins C and P be given to patients receiving 
isoniazid to protect the capillaries. Because the liver may be 
an important factor in the causation of the decreased capillary 
resistance that follows isoniazid therapy, this should be supple- 
mented also by a liver-protecting therapy. 


Symptomatology and Pathogenesis of Intoxication Produced by 
Oxytetracycline (Terramycin). E. Koch, F. Heiss, H. J. Wachtel 
and K. Schompert. Medizinische No. 21:742-744 (May 22) 1954 
(In German) [Stuttgart, Germany]. 


Single injections of a commercial preparation of oxytetra- 
cycline (Terramycin) were given to 160 guinea pigs and 90 rats. 
Toxic symptoms consisted of pronounced muscle spasms, pul- 
monary hemorrhages, enterocolitis, and a polyuria with severe 
mineral loss. In general, guinea pigs were more sensitive to the 
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toxic effects of the antibiotic than rats. Intracerebral adminis- 
tration of 4 to 8 mg. of oxytetracycline per kilogram of body 
weight caused severe spasms of equal intensity in both guinea 
pigs and rats. In guinea pigs the lethal dose was 10 to 12 mg. per 
kg. of body weight regardless of route of administration. This 
suggested that the toxic effect of oxytetracycline need not be 
primarily cerebral, and this was confirmed by the observation 
that the brain from which the blood had been removed 
was free of oxytetracycline despite a high oxytetracycline 
level in the blood and despite administration of the antibiotic 
into the artery leading to the brain. The presence of an oxy- 
tetracycline destroying power in the cerebral tissue could not 
be demonstrated in the guinea pigs nor in the rats. The authors’ 
studies showed that the muscle spasms were not produced by 
the oxytetracycline molecule but by the sodium glycinate, which 
in the commercial preparation had been added to the antibiotic 
to maintain its solubility. In addition to the pulmonary hemor- 
rhages, a general tendency to hemorrhages was observed in the 
capillary areas of various organs, the intestines, sex organs, 
kidneys, brain, and skin. A rapid drop, up to 10%, of the pro- 
thrombin level, that could not be replaced by high doses of vita- 
min K, was found; it was caused by an acute insufficiency of the 
liver particularly with regard to the formation of prothrombin 
complex. Corresponding microscopic findings consisted of disso- 
lution of the liver cells, vacuolization and cell necrosis. The poly- 
uria occured after a latent interval of four to six days following 
a single injection of oxytetracycline. Considerable loss of weight 
and dehydration resulting in a protoplasmic collapse with drop 
of temperature, increased hemoconcentration and hypoglycemic 
spasms were the sequelae of the liver insufficiency and the 
increased cell necrosis. Of eight patients with cholangitis and 
cholangitic cirrhosis, respectively, who were given 250 mg. of 
oxytetracycline intravenously daily, three showed a drop of 
the prothrombin level, three a rise of the serum urea level, and 
one a considerable diuresis as signs of oxytetracycline intoxica- 
tion. After discontinuation of the antibiotic, these disturbances 
subsided completely within one to three days. Oxytetracycline, 
like chlortetracycline (Aureomycin), should not be given to 
patients with liver damage. 


A Comparison of Cortisone and Aspirin in the Treatment of 
Early Cases of Rheumatoid Arthritis: A Report by the Joint 
Committee of the Medical Research Council and Nuffield 
Foundation on Clinical Trials of Cortisone, A.C.T.H., and Other 
Therapeutic Measures in Chronic Rheumatic Diseases. Brit. 
M. J. 1:1223-1227 (May 29) 1954 |London, England]. 


Sixty-one patients in the early stages of rheumatoid arthritis, 
and regarded as suitable for treatment with either cortisone or 
aspirin, were allocated at random to treatment with one or the 
other agent (cortisone, 30 patients; aspirin, 31 patients). These 
two comparable groups were treated and observed for one year 
before this first report was made. For most of the year, treatment 
was individualized by the physician in charge of the patient at 
a level sufficient to restore maximal functional efficiency with- 
out producing serious side-effects. Observations made 1 week, 
8 weeks, 13 weeks, and about one year after the start of treat- 
ment reveal that the two groups ran a closely parallel course in 
nearly all the recorded characteristics—joint tenderness, range 
of movement in the wrist, strength of grip, tests of dexterity of 
hand and foot, and clinical judgments of the activity of the 
disease and of the patient’s functional capacity. The hemoglobin 
level and blood sedimentation rate were slightly more favorably 
influenced by cortisone, but in no other respects did the groups 
significantly differ. With each form of treatment the disease 
was judged at the end of one year to be inactive, or only slightly 
active, in about three-fourths of the patients, dnd with each 
treatment some two-fifths of the patients were regarded as 
capable of normal work and activity. For practical purposes, 
therefore, there appears to be surprisingly little difference be- 
tween the two drugs in the management of early cases of 
rheumatoid arthritis. As this trial continues over a period of 
two more years, it is hoped that the evolution of the rheumatoid 
process itself under the influence of prolonged therapy with 
these different agents can be studied. 
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Severe Asthma Treated with Corticotropin. K. Ball. Lancet 
1:1162-1165 (June 5) 1954 |London, England]. 


Thirteen patients with severe chronic asthma were given either 
corticotropin or isotonic sodium chloride solution by injection 
for 12 days. No one in charge of the patients knew which sub- 
stance was being given. Of the six patients receiving corticotropin 
five showed moderate or much improvement, compared with 2 
out of 7 patients receiving isotonic sodium chloride solution. 
Much improvement took place in 3 of 7 patients with status 
asthmaticus treated with corticotropin. Twelve patients with 
severe asthma were maintained on corticotropin therapy with 
satisfactory results. Usually their asthma became mild. Death 
is likely in patients who have repeated attacks of status asth- 
maticus. Corticotropin (or alternatively cortisone) should be 
made available in all such cases. 


Risk of Thromboembolic Complications from Cortisone Therapy. 
H. I. Russek, B. L. Zohman and A. S. Russek. Am. Heart J. 
47:653-657 (May) 1954 [St. Louis]. 


A course of cortisone in relatively large doses was given to 
76 men and 10 women with serious vascular disease, most of 
whom were between the ages of 40 and 74; 6 patients had angina 
pectoris and were given cortisone to determine its influence on 
coronary reserve. The remaining 80 patients received cortisone 
for various conditions such as atypical pneumonia unresponsive 
to antibiotics, refractory shoulder-hand syndrome, acute cerebro- 
vascular accidents and chronic hemiplegia after apoplectic 
stroke. Most patients were given 200 mg. of cortisone orally 
in divided doses on each of the first two days with progressive 
diminution to a maintenance dose of 50 mg. daily through the 
third week. Eighteen patients received initial doses of 300 mg. 
daily. Three patients were given maintenance treatment for 4 
to 14 weeks. All patients were placed on a low salt diet. No 
thromboembolic complications were observed in these patients 
during the course of cortisone treatment and for several weeks 
after its termination. There was no aggravation of symptoms 
attributable to cortisone in patients with angina pectoris and the 
levels of blood pressure in those with hypertensive disease were 
also uninfluenced by the drug. These results seem to indicate 
that the theoretical danger of thrombotic complications from 
the use of cortisone is not clinically significant and that under- 
lying disease of the heart or blood vessels need not preclude 
such therapy when proper supervision and simple precautions 
such as encouragement of active and passive motion and fre- 
quent change of position in bed are instituted. Administration 
of cortisone does not constitute a sufficient threat clinically even 
in patients with serious vascular disease to require anticoagu- 
lants prophylactically. 


PATHOLOGY 


Absence of the Left Pulmonary Artery: A Report of Six Cases 
with Autopsy Findings in Three. J. S. McKim and F. W. Wigles- 
worth. Am. Heart J. 47:845-859 (June) 1954 [St. Louis]. 


Necropsies were performed in 210 patients with congenital 
anomalies of the heart who were operated on and died within a 
short time after the operation. They revealed absence of the 
left pulmonary artery in 2 girls and 1 boy, aged 5 years, 26 
months, and 20 months, respectively. Of these three patients, 
two had tetralogy of Fallot and one, Eisenmenger complex. All 
three had a right aortic arch and a left innominate artery. All 
three had an obliterated vessel running from the innominate 
artery to the hilus of the left lung. One patient had a closed 
right ductus arteriosus, one had no right ductus arteriosus, and 
one had a probable right ductus arteriosus. In each of the three 
patients, the main pulmonary artery was continuous with the 
right pulmonasy artery, and there was no trace of a left pul- 
monary artery. The intrapulmonary distribution of the branches 
of the anomalous vessel was identical with that of a normal 
left pulmonary artery. In two patients there was a slight, and 
in one a pronounced, shift of the mediastinal septum to the left. 
The right lung was notably more voluminous than the left in one 
patient. Grossly in all three patients, the left lung had under- 
gone normal development. It was noted that, in one patient, 
three minor collateral arteries supplied the left lung. In three 
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livir.g patients, a presumptive diagnosis of absence of the lef; 
pulmonary artery was made. Eleven additional cases of absent 
right or left pulmonary artery were collected from the literature. 
The following principal anatomic features were observed. |. 
Absence of the central or heart end of the left pulmonary artery 
with persistence of a normal intrapulmonary portion was asso- 
ciated with a variety of cardiac malformations. Both in the 
authors’ cases and in those collected from the literature there 
was a high incidence of an aortic arch on the side opposite to 
the absent pulmonary artery. However, at least two of the 
authors’ three living patients showed the arch and the appar- 
ently absent artery on the same side. 2. An anomalous oblit- 
erated vessel was running from the left innominate artery to 
the hilus of the left lung, continuous with patent, normally 
distributed, elastic, intrapulmonary arteries. Evidence was pre- 
sented to show that the closed part of the vessel is an obliterated, 
left ductus arteriosus. Almost certainly, the ductus portion may, 
on occasion, remain patent, as judged from the cases in the 
literature in which there was an absent right or left pulmonary 
artery. 3. A normally developed but small left lung was ob- 
served, the size of which may be secondary in part to the de- 
creased blood flow. The diagnosis of an absent right or left 
pulmonary artery may be first suggested by changes noted in 
the routine plain films of the chest. The hemithorax of the 
affected side may be seen to be smaller and the ribs more closely 
spaced, with slight shift of the mediastinal septum. The affected 
lung may appear undervascularized as compared to the opposite 
lung. Angiocardiography is the most valuable method of ex- 
amination, but in one of the necropsy cases this technique failed 
to demonstrate the abnormality, presumably associated with an 
adequate collateral circulation. Patency of the unusually situated 
ductus arteriosus may confuse the issue. Differential oxygen con- 
sumption between the two lungs is probably very significant, 
but the performance of such an estimation is dependent on the 
age of the patient and availability of the apparatus. The physio- 
logical significance of this anomaly is that the patient with one 
pulmonary artery absent is dependent on one lung for oxygena- 
tion, but the anomaly is compatible with life and may be 
asymptomatic. From a surgical standpoint it would be prudent, 
when contemplating an aorticopulmonary anastomosis or pulmo- 
nary resection, to be reasonably certain that there is a pulmonary 
artery both on the operative as well as on the nonoperative side. 


Complement Fixation Test with a Triple Antigen for Syphilis, 
Tuberculosis, Leprosy or Chagas’ Disease in Blood Banks. 
J. Oliveira De Almeida, J. Lima Pedreira De Freitas and H. 
Brandao. Am. J. Trop. Med. 3:490-494 (May) 1954 [Baltimore]. 


Serologic tests are used routinely for excluding syphilitic 
donors in blood banks. Oliveira De Almeida and associates point 
out that in South American countries, where leprosy and Ameri- 
can trypanosomiasis (Chagas’ disease) are endemic and the in- 
cidence rates for tuberculosis are high, the serologic examination 
for syphilis alone is not sufficient. They describe a quantitative 
complement fixation test using a triple antigen, made up of 
cardiolipin no. 72 for syphilis, Trypanosoma cruzi extract for 
Chagas’ disease, and a tubercle bacillus extract for tuberculosis 
and leprosy. Experimental work has been done to establish the 
basic principles governing the reaction by demonstrating that 
the specific systems react independently of the presence of other 
antigens. Serums from 786 blood donors were tested against 
the triple antigen and against each one of the specific antigens, 
in complement fixation tests. The 599 serums that did not react 
with the triple antigen did not show any reactivity with the 
antigens for syphilis, tuberculosis-leprosy, or Chagas’ disease; 
no false negatives occurred with the triple antigen. The 103 
serums that reacted with any one of the specific antigens re- 
acted also with the triple antigen. Four serums were anticom- 
plementary, simulating “reaction” with the triple antigen; 76 
serums gave “reaction” with the triple antigen but did not show 
any specific reaction in the tests for syphilis, Chagas’ disease, 
tuberculosis or leprosy. These results could be due to the cumu- 
lative anticomplementary effect of these serums plus that of 
the antigens composing the triple antigen. The authors feel that 
these results indicate that a screen test with the triple antigen 
should be used instead of the regular test for syphilis in areas 
where syphilis, tuberculosis, leprosy, and Chagas’ disease are 
endemic. 
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Seventy-Five Years of Medical Progress—1878-1953. Edited and with 
foreword by Louis H. Bauer, M.D., F.A.C.P., Secretary-General, The 
World Medical Association, Hempstead, N. Y. Contributors: Leo H. 
Bartemeier, et al. Cloth. $4. Pp. 286. Lea & Febiger, 600 S. Washington 
Sq., Philadelphia 6, 1954. 


During the past three-quarters of a century medical scientists 
have learned more about the nature and treatment of disease, 
and about its prevention, than in the previous 3,000 years. In- 
deed, new discoveries, new methods, new drugs, and new treat- 
ments now come with such startling rapidity that it is almost 
impossible for physicians to keep up with them. Therefore, 
most physicians must restrict their interests and studies to their 
own special fields of medical practice, while attempting to ob- 
tain only a general idea of the outstanding advances of medicine 
as a whole. Since this book summarizes both the story of the 
past 75 years in medicine and the present extent of medical 
knowledge, it is valuable as a compilation of the medically 
recent past, especially when viewed from the vantage point of 
current specialized practice, as described by specialists them- 
selves. In the field of each medical and surgical specialty, as 
well as in the field of general practice, the material, which is 
presented by nationally recognized authorities, provides an ex- 
cellent clinical summary of many of the best and most advanced 
techniques. As an informative account of the increasing con- 
quests of mankind in the relentless war against disease, this book 
is highly recommended. 


Illustrated Review of Fracture Treatment. By Frederick Lee Liebolt, 
A.B., M.D., Sc.D., Attending Surgeon in Charge of Orthopedics, New 
York Hospital, New York. Boards. $4. Pp. 229, with 605 illustrations. 
Lange Medical Publications. P.O. Box 1215, Los Altos, Calif., 1954. 


This book, written for the medical student, resident, and 
general practitioner, is concerned with the diagnosis and treat- 
ment of fractures. The author states that it is in no way com- 
plete but is merely a supplement for the standard textbooks on 
this subject. It is a valuable guide for the beginner and might 
be useful to nurses in the industrial field and to others who 
cooperate in ancillary services. Many features of this book, 
such as the brief section on the physiology of healing of 
fractures and the numerous detailed drawings of fractures and 
their mechanism, deserve special commendation. Several meth- 
ods of fracture treatment are discussed and illustrated, but, 
in a book such as this, a complefe description of all forms of 
treatment could not be expected. The chapter on clinical exam- 
ination includes history and physical and neurological examina- 
tion, but unfortunately there is no general discussion of the 
roentgenologic examination. This volume would have been 
more worth while if it had stressed the importance of obtaining 
roentgenograms of fractures after reduction; emphasis should 
also have been placed on obtaining roentgenograms in patients 
in whom pain and disability persist, because frequently occult 
fractures and calcification in the soft tissues are thus discovered. 
Because this book is printed by the offset method, many of the 
roentgenographic reproductions are not of the best quality, but 
the book is:still the best of the primers on fractures. 


Energy Metabolism and Nutrition. By Professor Raymond W. Swift 
and Professor Cyrus E. French, Department of Animal Nutrition, Penn- 
sylvania State University, State College. Cloth. $5.75. Pp. 264, with 16 
illustrations. Scarecrow Press, 3341 Prospect Ave., N.W., Washington 
7, D. C., 1954. 


Sometimes in emphasizing the fact that vitamins, minerals, 
and specific amino acids are indispensable for normal nutrition, 
the fundamental necessity of the body for energy is overlooked. 
The calory has become widely known and used in this country 
and abroad as a unit for measurement of heat. Either directly 
or indirectly the heat of the body is derived from the food in- 
gested. In their article “Energy Metabolism” (Ann. Rev. Physiol. 
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5:105, 1943), Dr. E. B. Forbes and Dr. LeRoy Voris stated, “In 
the sense that the most conspicuous attribute of life is motion, 
that motion is an expression of energy, and that all nutrients 
essential to the life of animals, including man, are involved 
directly or indirectly in energy production, energy metabolism 
affords a significant point of view—a common denominator—in 
terms of which all nutrients may be studied and compared.” 

It is indeed difficult, if not impossible, for the average person 
to remain unaware of calories. On one hand he sees advertise- 
ments warning him that his excessive intake of calories will 
result in obesity, thus shortening his life; on the other hand he 
is admonished to increase his caloric intake so that he will not 
be ashamed to be seen on the beach. In addition to its concern 
with energy metabolism as affected by hormones, drugs, and 
disease, the medical profession has become acutely aware of the 
major role food plays in the maintenance and restoration of 
good health. 

The authors of this book have brought together the various 
methods of heat measurement. The limitations and applicability 
of each in modern nutritional science are pointed out. The first 
part of the book discusses the underlying principles of calorim- 
etry and includes a brief historical account of the development 
of techniques in the field. The second part of the book presents 
the experimental methods and equipment used in direct and 
indirect calorimetry. Part 3 is a general section on experimenta- 
tion; it gives typical applications of the principles and procedures 
discussed in the first two sections. For the benefit of the student 
and investigator each method of experimentation includes the 
details of computation. In addition the appendix of the book 
contains supplemental problems to afford practice in actual 
computation and to emphasize the principles involved. The 
average physician will not find any new or startling concepts in 
this concise book, but it should be invaluable to those interested 
in the actual determination of the caloric value of foods and 
in metabolic measurements. 





Good General Practice: A Report of a Survey. By Stephen Taylor, 
M.D., M.R.C.P. Nuffield Provincial Hospitals Trust. Cloth. $3.50; 12s.6d. 
Pp. 604, with 56 illustrations. Oxford University Press, 114 Fifth Ave., 
New York 11; Amen House, Warwick Sq., London, E.C.4, 1954. 


The purpose of the survey discussed in this book was to study 
the best in general practice in Great Britain, to analyze the 
findings under a number of subject headings (nonstatistical), and 
to present the results in such a way that the general practitioner 
or the student intending to become one could learn something 
of value about the organization and conduct of his practice. The 
field work of the survey was carried out between February, 1951, 
and September, 1952, and involved 30 practices with 94 physi- 
cians. Many of these were small partnerships and a few were 
“groups,” only one made up of as many as seven physicians. 
The book contains much information on the nature of the better 
general practice in Britain, including accommodations for work, 
available equipment, laboratory work done, and the method 
used for obtaining time off by the physicians. It is virtually im- 
possible to compare the nature of general practice in Britain 
with that in our own country since the traditions and facilities 
are in many respects quite different and the impact of the British 
National Health Service has no counterpart in the United States. 
It is apparent from this book, however, that most general practi- 
tioners in Britain have more paper work than we do, that there 
are good and poor physicians among them, that equipment and 
facilities are on the whole of poorer quality than in the United 
States, and that many general practitioners have to see a number 
of patients such as most physicians in this country would con- 
sider it impossible to treat adequately. To quote: “It is nearly 
9 o’clock at night and we have been seeing patients since tea 
time . . . thirty-seven, I say, that’s excluding the certificates 
and prescriptions for relatives” and “Slow going . . . only one 
every five minutes.” This book should largely fulfill the purpose 
for which it was intended, but except for a few passages it will 
have limited usefulness for medical readers in the United States, 

























































HISTAMINE CEPHALALGIA 
To THE Epitor:—Kindly send me information on histamine 
cephalalgia (Horton’s syndrome). 
Carl Frederick Becker, M.D., Lincoln, Ill. 


To THE Epitor:—/ have under my care a man in whom I have 
made the diagnosis of histamine cephalalgia. This has re- 
sponded very well to a course of diphenhydramine (Benadryl) 
by mouth, and at present he is asymptomatic. Recently he 
applied for life insurance and was uprated because of the above 
diagnosis. What is the ultimate course and prognosis in patients 
suffering from histamine cephalalgia and also from the com- 
moner migraine? Is there any increased risk in such persons 
that would justify the increase in premium by a life insur- 
ance company? M.D., Kentucky. 


ANSWER.—Histamine cephalalgia was first fully described 
with illustrative cases in THE JOURNAL, Feb. 1, 1941, page 377. 
It is a unilateral headache with excruciating, boring pain the 
outstanding symptom. The pain is sudden and severe at the 
onset. It is of short duration, lasting usually less than an hour, 
and often subsides abruptly. It involves the region of the orbit 
and the temple and may extend to the upper jaw, occasionally 
the lower jaw, and even into the occipital area, neck, and 
shoulder. It does not follow the anatomic distribution of any 
of the cranial nerves. Lacrimation, frequently profuse, occurs, 
and this sign is usually associated with redness and slight 
edema, rhinorrhea or plugging of the nostril, and dilatation of 
the vessels in the painful area. Beads of perspiration often are 
visible on the forehead above the involved eye. There are no 
trigger zones, and scotomas, nausea, and vomiting are not asso- 
ciated phenomena. Attacks occur once or several times within 
24 hours but are more frequent during sleep. The attacks tend 
to occur in a series and frequently on a seasonal basis. So severe 
and frequent are the attacks of pain that many patients have 
contemplated suicide. Histamine cephalalgia occurs chiefly in 
males. Remissions and exacerbations occur spontaneously. 
About 40% of patients have undergone unnecessary operations 
in a vain attempt to obtain relief of their pain. Histamine 
cephalalgia should not be confused with trifacial neuralgia, 
“sinus headache,” or classic migraine. 

Ideally treatment should alleviate the pain of the acute attack 
and prevent subsequent attacks. The intravenous administration 
of 1 cc. of dihydroergotamine (DHE 45) frequently will abort 
an acute attack in one to five minutes, if it is given at the onset 
of the attack. The breathing of 100% oxygen will alleviate mild 
attacks, if it is used promptly. A rectal suppository that contains 
2 mg. of ergotamine tartrate and 100 mg. of caffeine, if used 
at bedtime, may prevent nocturnal attacks. Histamine “desensi- 
tization,” however, is the treatment of choice for preventing 
future attacks. The schedule for histamine desensitization has 
to be tailor-made to fit each patient. The procedure seems simple, 
but it is often fraught with many pitfalls, especially when a 
patient has been treated more than once. There is apparently 
no increased risk in patients with histamine cephalalgia or mi- 
graine from the standpoint of life expectancy. 


CIRCUMCISION 
To THE Eprtor:—Much has been written regarding the advisa- 
bility of circumcision in the newborn. Should all normal, 
healthy male infants be circumcised? 
A. E. Parks, M.D., Fordyce, Ark. 
ANSWER.—The question as to whether all normal, healthy 


male infants should be circumcised has been a moot one through- 
out all time, and one will find enthusiastic advocates both for 
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and against this procedure. As a urologist, who sees many 
patients in later life with various difficulties of the externa} 
genitalia, this consultant feels that a properly performed cir- 
cumcision would be advantageous to all normal, healthy male 
infants. 


CANCER OF THE PROSTATE 

To THE Epitor:—Will testosterone initiate carcinoma of the 
prostate? Is it not a fact that after middle age the output of 
androgen is markedly lessened, and, therefore, the injection 
of a synthetic androgen would only be a replacement rather 
than an overstimulation? There is no question that many 
middle-aged men are markedly helped by injection of an 
androgen. M.D,, Washington, D. C. 


ANSWER.—Attempts to produce true neoplasms with testos- 
terone in experimental animals and man have been unsuccess- 
ful. There is no clinical or experimental evidence that exogenous 
or endogenous testosterone causes carcinoma of the prostate. 
The incidence of carcinoma of the prostate in men increases 
with age, whereas the endogenous production of tesetosterone 
and estrogen decreases. In the aging man the shift in the ratio 
of androgens to estrogens favors the latter, but whether or not 
this has any significance in prostatic cancer or hypertrophy is 
speculative. Experimentally, however, large doses of estrogen 
produce benign adenomatous growths of the prostate that can 
be inhibited or caused to regress by giving testosterone. The 
role of the pituitary gonadotropins will be determined when 
more purified gonadotropins become available. The improve- 
ment reported following the use of testosterone in benign pro- 
static hypertrophy may result from the disappearance of 
congestion in the prostate and an improvement in bladder func- 
tion, the latter being secondary to the anabolic effect of testos- 
terone. The administration of testosterone or estrogen will 
produce no appreciable change in the size of the gland once 
hypertrophy has occurred. Although the cause of benign pro- 
static hypertrophy is unknown, the presence of a functioning 
testis is necessary for its development, as no cases have been 
reported in eunuchs; however, castration has no effect on estab- 
lished benign prostatic hypertrophy. 


TOMATO JUICE AND KIDNEY STONES 

To THE Epitor:—An elderly patient with renal calculi, unable 
to take citrus fruit, drinks a pint of tomato juice daily. Would 
that be contraindicated on the supposition that the stones 
may be oxalates? Would the habitual use of calcium car- 
bonate as a gastric alkalizer have any affect on the formation 
of renal calculi? M.D., West Virginia. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—Elderly patients with renal calculi often do not 
follow dietary instructions well. If this patient is unable to take 
citrus fruits, certainly tomato juice daily in the amounts men- 
tioned should be discontinued, because tomatoes are high in 
oxalates. Grape juice may be substituted, as it is not high in 
oxalates. One must remember too that some of the oxalates 
in the urine may be endogenous. The habitual use of calcium 
carbonate, if it renders the urine continuously alkaline, may 
favor the formation of renal calculi. The incidence of renal 
calculi is not definitely increased in patients on a type of Sippy 
diet, because apparently the milk and cream keep the urine 
acidified. 


ANSWER.—The elderly patient with renal calculus should not 
drink a pint of tomato juice daily if he has vesical irritation, 
because one of the most irritating things to the urinary tract 
generally is tomato juice. If the stone were pure oxalate, it 
would not show in the roentgenograms. Oxalate and acid stones 








Se a 





ble 
uld 
eS 
ar- 
ion 


not 
on, 
act 

it 





Vol. 156, No. 3 


do not show in the roentgenogram. If a person has an alkaline 
stone, the taking of calcium carbonate is not advisable because 
this will add to the calculus. Since the patient is elderly, it 
would be advisable for him to be on an acid-ash diet, in which 
case tomato juice is indicated, if he has a renal calculus that 
is visible in the roentgenogram and is not dangerous to his life 
or health. Tomato juice, being acid, is perfectly proper for this 
elderly patient to take if his stones are alkaline, and, if they 
show in the roentgenogram, they must certainly be. 


PREECLAMPSIA 


To THE Epiror:—Please send any new information you have 
on the treatment of preeclampsia. A patient who is about 
three and one-half to four months pregnant bore twins in 1949 
and had preeclampsia and convulsions after the delivery. She 
states that she had convulsions after the delivery off and on 
for the first 24 hours. 


Carl B. Cone, M.D., Vancouver, Wash. 


ANSWER.—The fact that the patient previously had pre- 
eclampsia and convulsions in 1949 does not of course mean 
that she will necessarily have preeclampsia in the present preg- 
nancy. In view of the history, this patient should have more 
than ordinary prenatal care. Her blood pressure and urine 
should be checked at intervals of two weeks until the seventh 
month and weekly thereafter. Likewise, the weight should be 
carefully controlled daily by the patient herself. Treatment 
should be instituted if there is any undue gain in weight, ele- 
vation in blood pressure, or albuminuria. There is nothing new 
about the treatment of preeclampsia. The leading textbooks of 
obstetrics contain the treatment that is now considered to be 
satisfactory. 


MORNING ERECTIONS 


To THE Epitor:—Are persistent morning erections considered 
normal? A 62-year-old patient complains that these sleep- 
disturbing erections have become particularly disturbing fol- 
lowing a suprapubic prostatectomy in 1949 for a benign 
hypertrophy. The postoperative course was aggravated by a 
Proteus infection of the urinary tract, but this has been 
brought under full control. The patient is well satisfied with 
results of surgery. He has nocturia once a night if at all. There 
were three attacks of severe colicky pain, the last in De- 
cember, 1951. Pyelograms during that period revealed no 
calculi, but after the first attack a right-sided hydronephrosis 
was seen, which subsided spontaneously. Urine examinations 
were normal. The patient's erections were not alleviated by 
sexual intercourse, if engaged in before retiring. His general 
ca@dition is satisfactory. He is employed, drinks very little, 
has been a nonsmoker all his life, and is normotensive. The 
blood serum was normal, and there was no history of venereal 
disease. His only other complaints were pyrosis and flatulence 
of over 30 years’ duration. What can be done to relieve him? 
Phenobarbital, ¥2 grain (0.03 gm.), does not help. 


M.D., California. 


ANSWER.—Morning erections are physiologically normal and 
may be observed in any age group. Bladder distention does not 
play an important part in producing the erections inasmuch as 
similar distention during wakeful hours produces no such effect. 
In this patient, the cause of the disturbing erections is not appar- 
ent. Mention is made of three attacks of severe colicky pain, 
but the distribution of the pain is not noted. However, if the 
pain was not centered around the perineum, it probably has 
no relation to the erections. In the absence of systemic disease, 
such as leukemia, to account for the erections, the presence 
of a lesion in the posterior urethra should be ruled out. Endo- 
scopic examination is therefore indicated. If these studies fail 
to reveal a cause for the erections the administration of estro- 
gens may be necessary. Diethylstilbestrol, in doses of 5 mg. 
daily, or any other estrogen in equivalent dosage, will probably 
eliminate the morning erections. The disadvantage of adminis- 
tering estrogen is that it makes the patient totally impotent. 
This can be overcome, once the problem is under control, by 
periodic withdrawal of the drug and readministration, if and 
when necessary. 
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MYASTHENIA GRAVIS 


To THE Epiror:—A woman has abnormal fatigability and 
weakness. After she rests, her strength returns. She feels 
strongest in the morning. The muscles of the neck, throat, 
tongue, eyelids, eyes, and extremities are involved. She has 
bilateral ptosis and expressionless face and has difficulty 
swallowing, chewing, and talking. There are no signs of 
atrophy or sensory changes. With quinine these complaints 
were exaggerated. While she appeared to have myasthenia 
gravis, with injection of neostigmine (Prostigmine), 0.5 to 1 
mg., her symptoms increased in severity. After 45 minutes the 
reaction gradually ceased, and she felt better. This reaction 
occurs every time she has an injection of neostigmine. Accord- 
ing to the literature the results must be immediate. How- 
ever, the patient feels well for 7 to 10 days and then requires 
another injection. She goes through the same reaction but 
goes along without any complaints of weakness for at least 
a week, Because of this initial response I feel that the diag- 
nosis is not correct. However, when she is receiving therapy 
with neostigmine orally, she has no complaints of weakness 
and states that she feels better than she felt in her earlier 
years. What are some of the diseases that could be aggravated 
by neostigmine? 

Joseph V. Waitkinus, M.D., Woodhull, Il. 


ANSWER.—The patient described has a history strongly sug- 
gestive of myasthenia gravis, including the response to qui- 
nine, but the intramuscular injection of neostigmine is followed 
by an atypical reaction, the components of which appear to 
be a mixture of myasthenic symptoms combined with a cho- 
linergic response. The cholinergic features would be expected 
to lessen at the end of 45 minutes or at about the time the patient 
experienced subjective improvement. It is untenable to believe 
that a single test dose of neostigmine would cause relief of 
myasthenic symptoms for a 7 to 10 day period. In view of these 
comments and the alleged relief of symptoms by an unknown 
oral dose of neostigmine, the possible functional origin of 
many of the patient’s symptoms is suggested. Pursuant to this 
possibility, testing of the patient with edrophonium (Tensilon) 
chloride (Osserman and Kaplan: J. A. M. A. 150:265 |Sept. 
27] 1952) and some other agent having a nonspecific action in 
myasthenia gravis, as for example: nicotinic acid, 20 mg. intra- 
venously, would be a logical approach in resolving the problems 
presented. The most common cause of death from myasthenia 
gravis is respiratory failure, to which cardiac features are sec- 
ondary. This may develop quickly and unpredictably, but it 
is usually not instantaneous. Weakness with cholinergic symp- 
toms may be caused by an overdose of neostigmine in patients 
with myasthenia gravis. The dose used in this patient is not 
sufficient to cause an aggravation of myasthenic symptoms 
unless other drugs having a similar pharmacological effect had 
been administered. 


CLUBBING OF FINGERS AND TOES 

To THE Epiror:—Clubbing of the tips of the fingers and toes 
is observed in patients with long-standing pulmonary or cardiac 
lesions, supposedly as a result of a low oxygen saturation of 
the arterial blood. Nowhere can I find an explanation of the 
mechanism of preduction of this phenomenon. I shall appre- 
ciate your opinion. M.D., Illinois. 


ANSWER.—The exact cause of the clubbing of the fingers 
(hippocratic fingers) and ends of the toes is unknown. Swelling 
of the soft tissues is dependent on the unique capillary circu- 
lation in the ends of the digits, where some disturbance of the 
gas exchange probably occurs. The clubbing of the fingers and 
toes is usually limited to the soft tissues of the terminal 
phalanges, and may be associated with thickening and curving 
of the nails. Clubbing of the fingers and toes in which bone 
changes have occurred, and the simple type of clubbing both 
apparently have a common cause. These conditions occur in 
chronic pulmonary disease, as well as congenital heart disease, 
and may even occur in acquired heart disease. In congenital 
heart disease, cyanosis usually precedes the clubbing of the 
finger tips and ends of the toes. 
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ACUTE LYMPHATIC LEUKEMIA AND HEREDITY 


To THE Epitor:—Should a couple have another baby after the 
loss of one child who, at the age of 6, died of acute lymphatic 
leukemia? The child was, except for a malformed hand, 
healthy with only minor ill conditions. Both grandparents 
were first cousins, and cases of diabetes and hypertension run 
in both families. The young couple want another child but 
are afraid their second child may be prone to some hereditary 
defect. M.D., New York. 


This inquiry was referred to two consultants, whose respective 
replies follow.—ED. 


ANSWER.—There is no contraindication to this couple having 
another baby. There is no good evidence that acute lymphatic 
leukemia is hereditary. The malformed hand could possibly be 
hereditary but, in the absence of a complete description, would 
more likely be due to some sort of trauma or possibly intra- 
uterine virus infection. One would have to admit that the diabetes 
and hypertension might possibly be transmitted to a child, 
particularly in view of the fact that the grandparents are first 
cousins. However, if the diabetes is on an arteriosclerotic basis, 
this is unlikely. The risk of transmitting hereditary defects to a 
child in this instance does not appear to be great enough to 
justify not having more children. 


ANSWER.—The decision as to whether or not these parents 
should have another child must be made by them. The following 
information may help them to make their decision. So far as 
can now be established, the chance of another child having 
leukemia would be extremely slight. There is at present little 
convincing evidence that this disease in human beings is in- 
herited. The susceptibility to diabetes is probably generally 
inherited as a Mendelian recessive although cases of Mendelian 
dominance have been reported. Some investigators have con- 
cluded that susceptibility to diabetes is inherited as a dominant 
trait with low penetrance. It has also been considered that the 
mild cases are due to the heterozygous condition and the severe 
cases are due to the homozygous recessive condition. With 
simple recessive inheritance, both parents in question would at 
least be carriers of the defective gene and each child they have 
stands one chance in four of being susceptible. It is not certain, 
however, that the parents will not still have diabetes, since it is 
usually a disease of later life. If the disease develops in either 
parent, the chance of the child inheriting a susceptibility for it 
will be increased to one chance in two. Should diabetes develop 
in both parents, all of the children would be expected to inherit 
the susceptibility. Whether or not they would have diabetes 
would depend on environmental as well as genetic factors. The 
part insulin plays in the control of diabetes is a factor that should 
also be considered by the parents. 


“OZONE MACHINES” 

To THE Epitor:—/ would appreciate knowing what “ozone 
machines” are and whether or not there is any use for them 
in medicine. M. G. Radewan, M.D., Wenatchee, Wash. 
ANSWER.—In the popular vocabulary, “ozone machine” 

means an electrical apparatus in which air is drawn over a 
generator of ultraviolet radiation so that some of the oxygen 
(O.) is converted into an allotropic form (O;). The latter, called 
ozone, is extremely active chemically and destructive bio- 
logically; its irritating smell can be recognized in concentrations 
as low as one part per million, and it should not be tolerated in 
higher concentrations in occupational situations. It is much 
more toxic than carbon monoxide. Ozone generators have been 
used to cover up the odors caused by crowding, poor ventilation, 
and careless housekeeping in institutions, but the concentrations 
that can be used safely in occupied rooms are ineffective against 
common malodorous substances like butyric acid and against 
many important types of bacteria. Three forms of apparatus for 
this purpose were examined by the Council on Physical Medicine 
and Rehabilitation and were not accepted. As was stated in an 
editorial (J. A. M. A. 61:1045 [Sept. 27] 1913), ozone “produces 
no reaction in the human organism that can be regarded as in 
any degree beneficial.” 


J.A.M.A., Sept. 18, 1954 


“NAIL SPITTING” BY LATHERS 

To THE Epitor:—A 38-year-old man with hypertension of 
160/110 mm. Hg and tachycardia at rest works in the lathing 
trade, during which work he “spits nails.” When working 
with rock lath he uses a Jackson bar nail, which has a white 
coat that coats the mouth and lips. Can intoxication occ; 
from prolonged exposure to these nails and is there any 
possible effect on the cardiovascular system? 


Thomas B. Hill, M.D., Lowell, Mich 


ANSWER.—In times past “tack spitters” and “nail spitters” 
have acquired lead poisoning from lead in the metal or possibly 
from coatings on the metal. In the present instance, if lead 
poisoning exists, which is unlikely, hypertension might appear 
as one manifestation of that disease in chronic form. Many 
lathing nails are galvanized, and subsequently zinc oxide may 
form as a powder on the surface. Manifestly small quantities of 
zinc oxide would be harmless and would not be regarded as the 
cause of the hypertension. Some wire nails without galvanizing. 
in the process of extrusion, are lubricated by industrial soaps 
Should this soap appear on the nail as driven, it is without 
significance to health. In any case, the practice of “tack” or 
“nail spitting” is not favored if for no other reason than the 
prospect of dental damage, the front teeth becoming serrated. 


CALLUS FORMATION 
To THE Epitor:—What is the most effective treatment for callus 
formation at the angles of fingernails—in the inner angle o} 
middle finger? This callus also extends subungually. 
Allan Roos, M.D., New York. 


This inquiry was referred to two consultants, whose respective 
replies follow.—ED. 


ANSWER.—The first step in treating callus formation at any 
site, including the angles of the fingernails, is to remove any 
factor that seems to be causing irritation. In the case of the 
periungual area, this is often due to the habit of “picking” the 
skin at this site; this may be avoided by covering the affected 
part with adhesive tape, which may be left in place (change 
every second day) for as long as necessary to break the practice 
The fact that the callus extends subungually suggests that the 
writer is referring to a periungual and subungual verruca. In 
this case, the probable treatment of choice is the removal of the 
wart with careful electrodessication; this is a more difficult 
procedure than the removal of verrucae on other sites of the 
hand, and the operator should be skilled in doing the procedure 

Finally, a callus may be removed at any site by the application 
of salicylic acid in appropriate concentration. One satisfactory 
method is the use of 40% salicylic acid plaster. Cut the plaster 
to the exact size of the site of the callus, apply, and hold in place 
with adhesive. Remove after about three days, soak part in 
warm water, and the softened callus is peeled off. This may be 
repeated as often as necessary. As noted above, the callus will 
recur if the source of trauma is not removed. Usually, the 
application of salicylic acid plaster will not be curative for peri- 
ungual warts. 


ANSWER.—Some persons form calluses easily at pressure 
areas, such as finger tips, palms, and soles. In a few, hypo- 
thyroidism may be a factor and the administration of thyroid 
is helpful. Violinists and others subject to callus formation at 
the finger tips get relief by the use of a pumice stone. This is a 
simple and practical method. A little experience with it will 
teach the user just how far to go to avoid irritation. The callus 
can be softened with a 5 to 15% salicylic acid application and 
then pared away. Another way of doing this is to apply fitted 
strips of salicylic acid plaster kept in place by adhesive or 
Scotch tape. These may be left on two days or only overnight 
to soften the callus before paring. Freezing the callus lightly 
with a carbon dioxide pencil after softening it may slacken its 
regrowth. At times chronic dermatoses, such as psoriasis, fungous 
infection, or eczema, may simulate callus. In such cases there 
are likely to be some accompanying telltales,. such as changes 
in the nails, when the contiguous soft parts are involved. 
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